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Status of Interns and Residents in Defense Program 


WILLIAM D. CUTTER, M.D. 


ment of hospitals in the United States which 

has an important bearing on the subject of 
the status of interns and residents in national 
defense program, and, therefore, I want to call 
your attention briefly to this fact. 


Trent is one phase of the historical develop- 


In 1872, when the first really reliable informa- 
tion concerning hospitals in this country was col- 
lected, we found that there were 1.2 hospital beds 
per thousand of the population. Now, we have 
more than nine beds per thousand of the popula- 
tion. But much more significant than that 
growth in the size of hospitals and in the extent 
of their service is the change in the character of 
the service which is being given to the patients; 
the character of the treatment which is provided 
and the care which is given in the hospitals has 
improved very much more than even the extent 
of the hospital service. And still more than that, 
the character of the physicians who practice in 
the hospitals, their knowledge and skill, their 
ability in diagnosis and treatment has advanced 

with such rapid strides that the care of patients 
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today in hospitals bears very little resemblance 
to what it was seventy years ago. 


Seventy years ago, the hospitals of this coun- 
try were devoted exclusively to the care of the 
indigent, those without any means, not the class 
that we today call medically indigent, but I mean 
the person who had neither a friend nor a dollar, 
because if he had a friend, his friend would take 
care of him and would not let him go to the hos- 
pital, and if he had a dollar, he would hire some- 
body to take care of him so he would not have 
to go to a hospital. Entering a hospital in those 
days was looked upon with very much dread, as 
much as going to prison. 


For reasons which you all understand per- 
fectly, that situation has changed. Today, hos- 
pitals still exist for the indigent supported by 
taxation or by voluntary endowments, but within 
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the last generation, a great many hospitals have 
grown up which cater to the class of the popula- 
tion which is able to pay for its care and which 
is cared for by its own private physicians. 
Instead of having hospitals whose only income 
was derived from public appropriations or from 
voluntary gifts, we now have a large number 
of hospitals, probably the largest number, which 
are supported in greatest part by the revenue de- 
rived from patients. 


Effect of the Changing Character of Hospital 
Service on Intern Training 


What effect does that have on the problem of 
intern training? Just this: In the old days, when 
all hospitals were what we call charity hospitals, 
the medical staff of the hospital was small and 
it was a closed staff. The number of patients 
under the care of each member of the staff was 
fairly large—perhaps thirty, sixty, or even a hun- 
dred patients on any given service. Consequently, 
the attending physician who was in charge of 
those patients came to the hospital each day and 
spent one, two, or perhaps three hours in making 
rounds on his wards, and on his rounds, he carried 
with him his interns and instructed them by dis- 
cussing at the bedside each one of the patients 
for whose care he was responsible. 


Today, we go to the other extreme. We find 
private hospitals with practically no free patients, 
no significant revenue derived from any other 
source than the income from patients, and in 
order to maintain that income and keep down the 
overhead, it is necessary for the hospital to be 
filled to its capacity as nearly as possible, and in 
order to be filled to capacity as nearly as possible, 
it is necessary to have a large attending staff. We 
have such hospitals, then, with an open staff, on 
which any physician who is a reputable physician 
may secure a place, and, consequently, we have 
just the reverse of the conditions that obtained 
two generations ago; we have a very large med- 
ical staff in proportion to the number of patients 
who are in the hospital. 


I can make clear what I mean, I think, by cit- 
ing a single illustration, an extreme illustration, 
perhaps, but, nevertheless, one that actually hap- 
pened. In a certain hospital, one of the interns 
had twenty-five patients under his care, which is 
a fairly heavy case load. Those twenty-five pa- 
tients were under the care of twenty-three physi- 
cians. Now, you can readily understand that 
when those physicians all came in to visit their 
patients during the morning hours, it was quite 
impossible for that intern to be present with each 
physician while he was examining and treating 
his patient. If the intern were lucky, he might 
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possibly attend one-third of his cases in company 
with the physicians. So far as the rest were 
concerned, he missed entirely the opportunity for 
personal instruction, which is the very purpose 
for which he comes into the hospital. 


This is one of the reasons why so many of our 
hospitals find it difficult to get interns. The num- 
ber of medical graduates from our schools last 
year was 5275, and this number cannot be mate- 
rially increased, at least not for several years; 
even if medical schools should open their doors to 
a larger number of freshmen students, it would be 
four years before they would become ready to 
serve their internship. So that for the next three 
or four years, which is as far as it is possible for 
us to look ahead, there can be no increase in the 
number of medical graduates who are available 
to serve internships. 


The Supply of Interns to Remain Fixed 


In the past, we have had, in addition to these 
graduates of our own schools, possibly two or 
three hundred graduates of Canadian schools. In 
very recent years, we have supplemented them 
by the graduates of European schools, some of 
whom were refugees, some of whom were citizens 
of the United States who had gone abroad to 
study. But it is not likely that any of these 
sources will be materially increased in the next 
two or three years. It is probable that they will 
be decreased. So that the supply of interns is 
going to remain practically fixed somewhere in 
the neighborhood of, perhaps, fifty-five hundred 
per year. ; 


On the other hand, the demand for interns is 
increasing, for one reason, because every year 
there are a certain number of hospitals that have 
not been approved for intern training, have raised 
their standards and hope to comply with the 
standards of the Council and they request ap- 
proval, so that the number of approved intern- 
ships has been growing, year by year. 


Only a few years ago, some of you may remem- 
ber that the shoe was on the other foot, that 
there were more candidates than there were 
places available. That did not appear on paper 
because, theoretically, there were more intern- 
ships than there were medical graduates, but 
what apparently happened was that during those 
very lean years, a man who had served an in- 
ternship in a hospital decided that he did not want 
to go out and take the chances of private practice 
and he would ask the superintendent to let him 
stay on for another year because. he was glad 
to be sure of a bed and three meals a day. In 
those cases, we found a number of really well 
trained, well qualified graduates of first-class med- 
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ical schools who were unable to secure intern- 
ships. 


Appointments for Interns Exceeds Supply 


However, nowadays, of course, that is not true. 
For the last couple of years, we have had hos- 
pitals that could not find interns, and if any of 
you remember the figures that were published in 
our educational number of the Journal, there are 
something like sixty-seven hundred approved ap- 
pointments as interns available annually and 
something like a thousand less than that of grad- 
uates available to fill those positions. 


The Council has been trying to maintain some 
sort of equality between the supply and demand 
for interns. We cannot maintain this uniformly 
because conditions over which we have no control 
will cause fluctuations just as they did during 
the depression, but realizing that there was com- 
ing to be a very much larger number of places 
for interns than there were interns to fill them, 
we have encouraged the hospitals to try certain 
experiments which would tend to lessen that dis- 
crepancy. We have encouraged some hospitals 
to extend the term of their internship from one 
year to two years, which means, of course, that 
they would require each year only one-half the 
number of interns to fill their places. 


Employment of Mixed Residents 


We have encouraged some other hospitals to 
try the expedient of employing, in place of in- 
terns, a group of men whom we call mixed resi- 
dents, which simply means that they are men 
who have already served an internship and there- 
fore are classified as residents, but they do not 
have specialized service in medicine—pediatrics, 
obstetrics, and so on—but they simply take care 
of the general run-of-the-mine patients that come 
to the hospital. Some hospitals have been doing 
that. In both of those ways, they were tending 
to lessen this discrepancy between the number of 
men and the number of places available. 


Re-adjustments to Meet the War Situation 


In the midst of all this comes along the war 
situation, and knocks all of our plans into a cocked 
hat, because the War Department, as you know, 
has said that while a man may serve a one-year 
internship, it would not guarantee that he would 
serve any longer than one year, so that pretty 
much puts an end to this process of extending an 
internship over eighteen months or two years. 
The War Department indicated that it would not 
adopt any policy of exempting from call to active 
duty men who are serving as residents. In some 
of the teaching institutions where these men have 
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very definite teaching responsibilities, they have 
been allowed to continue for a period of one year, 
perhaps, but so far as continuing through the 
regular residency training program of one, two 
or three years, the War Department feels that 
it cannot afford to wait as long as that but it 
must have these men and must have them im- 
mediately. We have no assurance, except in 
teaching positions, that any of these men serv- 
ing as residents will be permitted to continue in 
their civilian position if they are officers in the 
Medical Reserve Corps, and almost all of them 
are because they have taken that means of plac- 
ing themselves out of the jurisdiction of the Se- 
lective Service Law. 


The Problem of Operating with a Reduced 
Number of Interns 


Therefore, the problem of hospitals for the 
next few years is going to be how to get along 
without these residents and how to get along with 
a much smaller number of interns than they 
would like. Some hospitals will want to compen- 
sate for the loss of residents by using a larger 
number of interns. Of course, the interns will 
not have the maturity and will not be able to 
carry the degree of responsibility that the resi- 
dents have, but to some extent the larger num- 
ber of interns could carry on the work of the 
residents in those hospitals especially where they 
have both residents and interns. But that, again, 
only increases the shortage, or renders more 
acute the shortage of interns, so that in some 
way or other, we have to face the fact that in 
the next few years, there is going to be almost 
a complete removal of the residents from our hos- 
pitals, and there are not going to be anywhere 
near enough interns to fill all of the positions that 
we would like to have filled. 


Certainly, the hospitals, especially those that 
are intimately related to medical schools, will 
probably have no trouble in filling their quota of 
interns, but other hospitals that are not so fortu- 
nately situated are going to have to find some 
other way of getting along. 


We may as well recognize the fact that we are 
going to be confronted with a very, very difficult 
situation and it will take the utmost resourceful- 
ness on our part to be able to find a way of car- 
rying on the functions that are assigned to us 
in the hospitals without lowering standards dur- 
ing these difficult years. 


Facing a Difficult Situation 


It does not do us any good merely to complain 
of this situation. We must face it. One time, 
there was a traveler who had to change trains 
at a very small, out-of-the-way junction point, 
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and while he was waiting around for several 
hours, he got tired of reading all the time tables 
in the waiting room and he went out and took 
a little stroll down the track. He came to a place 
where he heard a dog howling piteously, as 
though it were in great agony. He went over to 
see what it was all about and he saw this dog 
curled up in a little thicket of weeds, but he 
could not see anything that occasioned his suf- 
fering, and yet the dog was howling as though 
he were in horrible pain. So the traveler went 
back to the station and said to the agent, “What’s 
the matter with that dog? He keeps howling 
as though he were sick.” 


“Oh, no,” said the agent, “he’s just lazy.” 
“Lazy? How does that make him howl?” 


“Well, you see, stranger, he’s sitting on. a clump 
of thistles and he’s too lazy to get off them so he 
just sits there and howls. 


A Job Analysis 


In order to find some means of adjusting our- 
selves to this problem, it seems to me that the 
first thing we should do is what well-run business 
does, and that is, make a job analysis and find 
out what it is that these interns and residents 
really do. What is it that they do in the hospital 
that we have to have done? Well, when a patient 
comes into that hospital, the first thing the in- 
tern does is to take his history. That is rather 
a time-consuming process, especially if he has to 
write it out in long-hand. Then he makes a phys- 
ical examination, which takes more time and also 
has to be recorded. Then he may go on and make 
certain laboratory examinations of blood, sputum, 
or whatnot, and all together, he gets together the 
evidence with regard to that patient’s condition, 
and when his attending man comes to the hos- 
pital, he discusses all of these observations with 
him, and together, they arrive at a tentative 
diagnosis. From that point on, the attending 
physician gives his orders for the care and treat- 
ment of the patient. He may request certain 
further examinations and these are carried out 
either by the intern or under his supervision, and 
so on until the patient is cured and leaves the 
hospital. 


The resident does the same sort of things, but 
being a more experienced man, there is less em- 
phasis on the record-making and more emphasis 
on the supervision and treatment of the patient. 
However, by and large, the residents and the in- 
terns really serve the same function in the hos- 
pital, of acting as intermediaries between the 
attending physician and the patient, carrying out 
those procedures in connection with the care of 
the patient which can safely be entrusted to them. 
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Problem of the Welfare of the Patient 


If we are going to run short of interns and resi- 
dents how are we going to have these things car- 
ried out without sacrificing the welfare of the 
patient or losing anything of the benefits that 
we have derived from all of the procedures in- 
cluded in modern medical care? 


It seems to me that we should, in the first 
place, recognize that the work done by these in- 
terns and residents is of two kinds. One kind 
is largely clerical work—the writing of histories, 
the making of certain examinations in the labora- 
tory—and possibly these functions could be as- 
signed to others. Certainly, a great deal of the 
laboratory work can-be carried out just as well 
by technicians as by the interns, and so far as 
the recording of histories and examinations is 
concerned, that may be conducted by clerically 
trained persons, especially if the attending physi- 
cian is provided with a dictating machine so that 
he can dictate his observations directly and then 
have them typed and put on the history, without 
the necessity of having anyone write them out in 
long-hand. 


Of course, the other functions which these in- 
terns and residents perform, that of taking his- 
tories, of making physical examinations, of per- 
forming certain parts of the treatment of the 
patient, cannot be delegated to lay persons. Those 
things must be done by physicians, and if the 
people whom we call interns and residents are not 
available, we have got to fill their places or see 
to it that someone else performs those functions 
and fulfills those responsibilities. The attending 
physicians, in many cases, will have to take up 
a part of this load, even though they may be over- 
loaded for many other reasons on account of the 
war situation. 


What the Attending Physician Will Have to Do 


If there are no interns in the hospital, the at- 
tending physician will have to see to it himself 
that a proper history is taken and recorded. All 
that can be made very much easier for him, as I 
suggested, by means of a dictating machine. How- 
ever, a great many of these patients are private 
patients and they have already been seen and ex- 
amined in the physician’s office. He may have com- 
plete and adequate records in his office, but the 
hospital naturally has to have its records. It is 
not necessary that those records should be all 
written over again if the physician is able to give 
a carbon copy of the record that he has in his of- 
fice to the hospital, to serve as the basis for their 
records covering the previous history and previ- 
ous examinations of the patient. 
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Enlisting the Services of the Man in Practice 


However, there are other things which these 
interns and residents do in the way of emergency 
care of patients who are brought into the accident 
room, and in other emergencies which develop 
among the patients who are already in the hos- 
pital, and if there are no interns or residents tiv- 
ing in the institution, to take care of those, some 
of the men who are in practice will have to fill 
that gap. Some of the men who have recently 
been residents and who are now in practice will 
have to be called back to act as junior attending 
men, possibly taking turns on night duty or some- 
thing like that in order to see to it that the pa- 
tients are not left without some medical man in 
charge, capable of rendering emergency service. 





These are only a few suggestions that have oc- 
curred to me as ways, possibly, of meeting these 
problems. I realize that in every institution the 
problem will present itself in slightly different 
forms, and no solution will be applicable to all of 
the hospitals; in fact, very few of them will be 
applicable to more than the particular institution 
in which they have been worked out, but I am 
confident that if we realize the seriousness of this 
problem and the urgency of it, by directing our 
attention to finding ways of having these func- 
tions of the intern and resident performed by 
others, we can still carry on without lowering our 
standards or in any way allowing the patients who 
come into our hospital to suffer during these very 
trying times that are ahead of us. 





Unveiling of the Portrait of Eugene Stuart Gilmore 


On November 28, 1941, an oil portrait of the 
late Eugene Stuart Gilmore, for twenty-five years 
superintendent of the Wesley Memorial Hospital, 
Chicago, was unveiled in the Board Room of the 
new Wesley Memorial Building. 


During his lifetime, Mr. Gilmore was one of 
the best known administrators in the hospital 
field. He came to Wesley Memorial Hospital from 
University Hospitals, Ann Arbor, Michigan, in 
1908. He was one of the first members of the 
American Hospital Association. He always took 
an active leadership in the activities of the Asso- 
ciation and served as chairman of many of its im- 
portant committees. He was a member of the 
Board of Trustees for several terms and was 
president of the Association in 1925. Mr. Gil- 
more was one of the organizers of the American 
Protestant Hospital Association. 


One of the greatest accomplishments in Mr. 
Gilmore’s career was the planning of the new in- 
stitution which has just been completed, and it was 
largely through his efforts and his persistent 
work in behalf of Wesley Memorial Hospital that 
philanthropists gave of their wealth in order to 
make the New Wesley Memorial Hospital a real- 
ity. It was unfortunate that Mr. Gilmore passed 
on before the new institution was completed. 


Associated with Mr. Gilmore for the entire time 
and period of his superintendency at Wesley Me- 
morial Hospital was Ernest R. Snyder who gave 
thirty-one years of continuous service to that 
institution, accepting the appointment of assist- 
ant superintendent after Mr. Gilmore was ap- 
pointed superintendent. During the past few 
years Mr. Snyder served as acting superintendent 
until the appointment of Dr. Raymond W. Mc- 
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Nealy as superintendent in January 1941. Mr. 
Snyder has been granted a indefinite leave of ab- 
sence beginning December 1. 


Mr. Snyder has been succeeded by Edgar Blake, 
Jr., who resigned as superintendent of the Metho- 
dist Hospital, Gary, Indiana, to become associate 
superintendent of the Wesley Memorial Hospital. 
Mr. Blake, on his graduation from college, was 
appointed superintendent of the Boys’ Farm and 
Trade School at Charvieu, France, where he re- 
mained for ten years. On his return to this coun- 
try, he became assistant superintendent of the 
Methodist Hospital, Indianapolis, Indiana, and 
shortly after that was appointed superintendent 
of the Methodist Hospital, Gary, Indiana. 
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Educational Program for Interns and Residents 


In a Non-Teaching Hospital 


JOSEPH G. NORBY 


that we clearly define our understanding 

of the terms “educational program” and 
“non-teaching hospital.” It may be assumed 
that the non-teaching hospital is the hospital 
that does not have direct university or medical 
school connections. Its staff is not primarily 
made up of physicians who teach in a medical 
school and patronage is not assigned primarily 
to teaching purposes. Patients are admitted on 
the responsibility of private practitioners who 
direct their care throughout the course of their 
treatment in the hospital and their after care at 
home. The staff members maintain their hospi- 
tal connection by virtue of appointment by a lay 
board, usually upon the recommendation of a 
committee of the staff itself. Elections occur 
annually and membership upon the staff is, as a 
rule, of long duration. 


A N EXPOSITION of the subject requires 


An “educational program” presupposes a log- 
ical sequence of instruction, thoughtfully planned, 
and pursued in accordance with well defined peda- 
gogical principles applied to training for the med- 
ical profession. 


These definitions seem, on first glance, to pre- 
sent a situation extremely difficult to accommo- 
date. We have, on the one hand, an obligation to 
undertake a comprehensive teaching assignment 
involving adult minds and professional tech- 
niques; on the other there is a staff organized 
essentially on the basis of excellence in the prac- 
tice of medicine, rather than the teaching of it. 
However, further analysis will demonstrate, I be- 
lieve, that there is no insurmountable difficulty 
involved if the effort is made intelligently and if 
proper leadership can be enlisted. 


All Hositals Do Some Teaching 


The term “non-teaching hospital” is something 
of a misnomer, because no hospital today, worthy 
of the name, can be anything but a teaching in- 
stitution. Its teaching obligations involve the 
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public itself, the personnel, the nurses, the pro- 
fessional staff and others. The instruction and 
training of these cannot be left to others without 
jeopardizing the service in the hospital and the 
welfare of the community. Its accomplishment 
involves a comprehensive program, well organ- 
ized, and efficiently executed, and can only suc- 
ceed as the various elements in the hospital un- 
derstand and support it.. A better name would 
be “the non-university connected hospital.” 


The question arises: Can or ought the “non- 
teaching hospital” attempt to perform in the field 
of medical education, and is there need for such 
participation? 


The need is quite apparent. There are not suf- 
ficient university connected beds available to pro- 
vide clinical training for either interns or resi- 
dents. The need for supplementary beds is more 
acute for residencies than internships, but both 
must be provided for outside of the strictly uni- 
versity connected hospitals. The need and the ob- 
ligation are, therefore, established. The ques- 
tion is, therefore, Can the non-teaching hospital 
provide the type of training that the young doc- 
tor should have to adequately prepare him for the 
practice of his profession, either as a specialist 
or as a general practitioner? 


Conditions and Factors Affecting Teaching in 
Non-university Connected Hospitals 


Let us first consider the hospital and its or- 
ganization in relation to the problem. Non-teach- 
ing hospitals as we know them fall into the gen- 
eral classification of charities. As a rule they are 
organized not for profit under the control of re- 
ligious orders or lay corporations. The motive 
that prompted their organization was to provide 
places and facilities for the care and treatment 
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of the sick or disabled. Later, as the need for 
trained workers became apparent, hospitals quite 
uniformly assumed responsibility for the training 
of nurses. The concept that these voluntary or- 
ganizations also have an obligation in the train- 
ing and preparing of the physician is of more 
recent development, and it is doubtful if hospitals 
generally fully understand what is involved. They 
have rendered a valuable service in the training 
of nurses, and they have the means and the 
opportunity to render an equally valuable service 
in the field of medical education. There are, to 
be sure, certain factors that must be considered 
and certain conditions that must be met if the 
work is to succeed. Let us briefly consider a few 
of them. 


First, the hospital should be large enough to 
provide clinical material sufficiently varied to give 
the student a reasonably comprehensive view of 
the problems with which he will be expected to 
cope. Advantage may be derived from a dispen- 
sary service and the availability of free beds. 
Size alone does not, however, guarantee a suc- 
cessful program. Sufficient clinical material must 
be secured to satisfy the plan of instruction. This 
may be done either through the house service 
(dispensary), by affiliation with an outside dis- 
pensary, or by some other means. In the end it 
is the effective manner in which available mate- 
rial is used and the quality of instruction that 
count rather than the quantity of material avail- 
able. Second, it must be emphasized that the 
hospital should be sufficiently stable financially 
to support: a specialized educational program 
which inevitably involves additional expenditures 
and expanded facilities. Third, the lay board 
must understand its obligation to the community 
to embrace also an educational program. Fourth, 
the medical staff must be so constituted and led 
that the program may have reasonable assurance 
of success. 


The last two items are of sufficient importance 
in this discussion to warrant detailed considera- 
tion. 


Medical Staff 


The initiative for an efficient teaching pro- 
gram, such as we are considering, must come 
from the staff. The obligation for teaching, spon- 
sorship, and research must necessarily be as- 
signed by this group. It, therefore, follows that 
no program can succeed unless there is active 
staff support. The medical man must have in- 
telligent understanding, willingness, and ability to 
participate in a teaching program. There will 
usually be found on every staff a few men inter- 
ested in teaching. Their cooperation can be en- 
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listed for special teaching assignments or spon- 
sorships. For the formal clinical teaching, the 
hospital should have full time incumbents in ra- 
diology, pathology, anesthesiology, pharmacology, 
and others. These are primarily attached to the 
hospital as clinical consultants to the staff, but 
their presence provides the means for teaching 
the basic sciences and directing research. The 
staff itself should be well organized and made up 
of competent men, trained and approved in their 
specialties. Staff meetings should be regular and 
the programs should have sufficient quality so 
that the membership may have definite benefit 
from its attendance. The time has probably come 
when membership upon the staff and assignment 
to divisions or departments may be based upon 
approval by the specialty boards. High quality 
type of staff membership, interest, and willing- 
ness to participate in the program, the presence 
of a clinical group in the hospital prepared and 
equipped to teach and to guide the research are 
elements without which no program can succeed. 


Lay Board 


Success is not dependent upon the medical staff 
alone, however. The governing or lay board 
might almost be given a place of first importance 
in the working out ‘of a successful program. It 
requires enlightened understanding on the part 
of laymen to provide the necessary financial sup- 
port and administration. The lay board must 
understand the interrelationship of efficient med- 
ical care and an educational program and the con- 
sequent benefit to the community. Funds and 
equipment must be provided and a high standard 
must be set for staff membership and a sympa- 
thetic administration secured. Given a profes- 
sional organization such as described, and a lay 
board committed to service in its broadest sense, 
and we are prepared to proceed to the considera- 
tion of the program. 


Program 


Our program involves a double classification— 
the internship and the residency. 


The internship is essentially undergraduate. It 
is a continuance of the medical school, comple- 
tion of which qualifies for a medical degree. Too 
often. the importance of this year has been under- 
rated. Little or no effort has been made to give 
the year educational content and, as a conse- 
quence, the young medical student has felt that 
the year has been wasted, and that he has been 
abused by being required to serve as a glorified 
orderly. 


The residency is graduate study in preparation 
for a specialty. This term should not be con- 
fused with the practice often employed of assign- 
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ing a certified doctor to duties usually performed 
by interns or orderlies simply as a makeshift. 
The residency should rest on a systematic edu- 
cational plan carefully outlined and rigidly super- 
vised. 


The plan observed by the hospital with which 
the writer is most familiar is as follows and is 
presented only as a suggestion. It is experimen- 
tal to a certain degree and it is offered for what 
it may have of value. 


The Internship 


The internship may be of one or two years’ 
duration. In the one year internship the rotation 
may be in the following services: surgery-medi- 
cine, obstetrics, laboratory, x-ray, and anesthesi- 
ology. In a two year internship the rotation may 
be as follows: First year as outlined for the one 
year internship. The second year may embrace 
pediatrics, 6 months; contagion, 3 months; men- 
tal and nervous, 3 months. These services may 
‘be given by the hospital providing the training, 
if such cases are received in sufficient number to 
warrant it, or by affiliation with special hospitals 
in the community or near at hand. 


The internship in a so-called non-teaching hos- 
pital takes on an aspect somewhat different from 
that in a teaching or university hospital, where 
services are controlled by department heads, and 
bedside clinics can be worked out under the direc- 
tion of heads of departments. The average vol- 
untary hospital can solve this problem to a de- 
gree by developing a proctor system in which the 
head of a department or someone assigned by him 
assumes responsibility for the clinical instruction 
of the intern while he is on a specific service. 


The intern working directly under the super- 
vision of a resident, is responsible for the care 
and treatment of patients on his service; taking 
histories and physicals; making rounds routinely 
twice daily and oftener where the condition of 
patients requires it. Weekly circles are held with 
the resident, at which time the charts completed 
during the past week are reviewed, amplified, and 
summarized. Clinical conferences are held one 
hour each of five days of the week from five to 
six p.m. These are presided over by one of the 
specialists attached to the hospital. In addition, 
there are special lectures on selected topics by 
staff men, lawyers, board members, and others. 
At the conclusion of each service, the intern is 
graded by the proctor and a report is sent to the 
dean of his school at certain specified times. 


The Residency 


The number and type of residencies to be of- 
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fered will depend upon the size and type of hos- 
pital and the type and quality of instruction 
available. 


Clinical residencies (surgery, medicine, and ob- 
stetrics) are normally of four years’ duration. 
They all proceed through a uniform course dur- 
ing the first two years. 


The first year is the basic science year. This is 
taken under the direct supervision of the patholo- 
gist and includes a thorough foundation in anat- 
omy, embryology, and histology both normal and 
morbid. The clinical resident during his first 
year acts as director to the intern on laboratory 
service under the direction of the senior resident 
and director. He is in close contact with the di- 
visions of chemistry, bacteriology, and immunol- 


ogy. 


The second year is known as the general resi- 
dency year and is intended to orientate the can. 
didate in the entire field and also to provide ad- 
ministrative training. He is responsible for the 
direction of the intern service, and supervises the 
house service in all departments. Clinical ex- 
perience in surgery and medicine and opportu- 
nity to act as assistant in surgery are provided. 


The third and fourth years furnish specialized 
medical and surgical experience. A definite num- 
ber of house cases are assigned the residents for 
full management in keeping with their own de- 
velopment and ability. A sponsor assumes full 
responsibility for the resident’s progress. A defi- 
nite program is developed to include two months 
of anesthesiology in each year. These residents 
instruct nurses and interns. They complete a 
prescribed reading course and otherwise satisfy 
the Committee on Graduate Education of their 
fitness for certification at the end of their train- 
ing period. 


The special residencies are of three years’ dura- 
tion. A description of the procedure followed 
for residents in laboratory medicine and radiol- 


‘ogy will serve to illustrate the procedure followed 


for resident training in special branches. 


For laboratory medicine the plan is as follows: 


‘The applicant must be a graduate of a class A 


medical school. He must have had an internship 
satisfactory to the department, a two year rotat- 
ing internship is preferred. 


First year: During the first year he is given 
a thorough foundation in anatomy, embryology, 
and histology, both normal and morbid. He acts 
‘as director to the intern on laboratory service 
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under the direction of the senior resident and 
director. He is in close contact with the divi- 
sions of chemistry, bacteriology, and immunol- 
ogy. He assists the director and senior resident 
upon request. He presents assigned cases at 
staff meetings and to the interns. He attends 
conferences, clinics, and medical meetings as 
time permits and as directed. He is assigned 
pertinent reading on his subject. Facilities are 
provided for a suitable and approved research 
problem. He may spend up to 30 per cent of his 
time in another basic science. 


Second and third years: The second and third 
years are used for completion. of the candidate’s 
training for effective practice of laboratory med- 
icine and to prepare him for an examination 
given by the American Board of Pathology. He 
becomes assistant director of the laboratory. He 
is expected to show initiative in the improve- 
ment of the service subject only to the approval 
of the director. He is first consultant to the first 
year resident as well as to the medical technolo- 
gists. He is second consultant to the intern on 
laboratory service. He will be under direct su- 
pervision of the director. He initiates new pro- 
cedures in the laboratory on his own initiative 
upon approval of the director or by assignment. 
He keeps in contact with cases in the hospital 
with the view to bring about intelligent and thor- 
ough laboratory study, attends medical meetings, 
and does reading as directed as well as upon his 
own initiative. He lectures to the house staff and 
nurses as directed and upon request. He shall 
have mastered all laboratory procedures at this 
laboratory during these two years. He is given 
assistance in any research problem in keeping 
with the facilities of the hospital and the stage of 
his training. He may spend up to 30 per cent of 
his time in other basic science departments. He 
may give lectures to the public and to the profes- 
sion on approved subjects. 


In radiology the procedure may be as follows: 
This residency is of three years’ duration, at least 
two years of which are spent in residence. It is 
realized that some conditions may be seen very 
infrequently in the resident institution and ar- 
rangements are accordingly planned whereby the 
resident may have opportunity of seeing such 
cases at other places. 


First year: The resident, early in his course, 
is given basic instruction in radiation. physics and 
x-ray technique. He serves a minimum of three 
months doing actual technical work and follow- 
ing that period he is required to be on call for 
emergency work alternating with the regular 
technicians. He is present at all fluoroscopic ex- 
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aminations and receives instructions in this pro- 
cedure. He is present during the interpretation 
of plates. He is required to participate in weekly 
X-ray seminars and monthly staff meetings and, 
in addition, prepare a course in radiology for 
nurses. During his first year period a six-month 
pathological service is given; the duties of the 
resident during this time are delegated by the 
head of the department of laboratory medicine, 
but consist of assisting in post mortem work and 
surgical pathology. Particular attention is di- 
rected to further study of cases seen in the x-ray 
department. He directs the technicians in the 
“setting up” of therapy areas ard assumes re- 
sponsibility for the records of therapy cases. Li- 
brary facilities on radiological subjects are avail- 
able and the resident is assigned topics pertinent 
to cases seen in the department. 


Second and third years: As the resident’s 
knowledge and skill improve, he is permitted to 
assist in fluoroscopic examinations and in the in- 
terpretation of films. He assists the director in 
discussing the cases seen with the attending men 
and is also allowed to discuss matters pertaining 
to the x-ray aspect of therapy cases with the pa- 
tients and relatives. He acts as assistant director 
of the department and, in the absence of the di- 
rector, has charge of the laboratory. He con- 
tinues his duties as indicated in the first year 
assignments. 


The foregoing is a somewhat sketchy outline 
of a course of study and training that can be car- 
ried out with reasonable expectancy of success, 
provided the conditions outlined heretofore have 
been observed. The voluntary, non-teaching hos- 
pitals can and should be a vital factor in medical 
education. They represent a large percentage of 
the total bed capacity of the country. They num- 
ber on their medical staffs some of the finest 
minds in the profession. Their cooperation in 
the work must be enlisted in order to provide for 
the increasing demands for training beyond the 
university years. The voluntary hospital will be 
keen to join the movement when it realizes the 
advantages to be derived from such participation ; 
namely, improved standards of practice in the 
hospital and consequent benefit to the commu- 
nity. The non-teaching hospital will, however, 
recognize that its problem is different from that 
of the university hospital. Objectives are the 
same, but the means of attainment are some- 
what different. The voluntary non-teaching hos- 
pital must recognize that its obligations when it 
receives students are to perform in such a way 
that the young doctor emerges as a credit to the 
profession and an honor to the hospital which pro- 
vided the training. 
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Meal-Time Mechanics at Delaware Hospital 


BREWSTER S. BEACH 


and serving equipment enables the new 

Delaware Hospital, Wilmington, Dela- 
ware, to provide a total of 1300 meals a day with 
a smoothness and precision which would be the 
envy of a factory production line. Indeed, there 
is much that is comparable to the assembly of 
industrial parts in the food handling operations 
of the Delaware Hospital, for it too represents 
mass production. Mass production with an im- 
portant difference, however; for the mechanical 
methods of food distribution must be geared to 
constantly changing dietary requirements of 
scores of patients requiring special menus as well 
as to the standard meals served to the staff and 
regular patients. 


M ex stream-lined, food preparation 


That is why, in the design of this latest addi- 
tion to the list of fine American hospitals, the 
architects, Massena & duPont of Wilmington, and 
the hospital administrators spent much time in 
studying the facilities provided in other institu- 
tions and analyzing their problems. 


The result is at once apparent to anyone visit- 
ing the gleaming tile-walled kitchens and watch- 
ing the functioning of the hospital’s meal-time 
machinery. One is impressed at the outset with 
the scientific arrangement of all the facilities en- 
tering into the intricate operation and with com- 
pactness of the general layout. 


Centralization of Essential Services 


The Delaware Hospital is an outstanding ex- 
ample of complete centralization of essential serv- 
ices common to the entire institution and none is 
more unique than the means provided to put su- 
per-efficiency into the preparation and serving of 
its meals. 


No food is prepared in pantries on the patients’ 
floors. No dishwashing is done there. No time 
is consumed by floor nurses making up special 
diets. Instead they are free for the more impor- 
tant duties of their calling and may leave the meal 
problem to the guiding genius of the Delaware 
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Hospital kitchens, Miss Anna Louise Gaventa, 
chief dietitian. 


Among the relatively few hospitals to adopt the 
fully automatic electric method of food distribu- 
tion, the heart of the system of supply is to be 
found in the so-called subveyor or moving-belt 
method of handling, which, in principle, resem- 
bles the assembly lines common to modern indus- 
trial plants. 


Shortly before the scheduled meal time, a staff 
of helpers headed by an assistant dietitian take 
their places behind serving counters along both 
sides of a 65 foot belt extending the length of the 
main kitchen. 


At each helper’s station is a well or receptacle 
containing the meal-time equipment for which he 
or she is responsible. There are dispensers for 
trays, dishes, cups, glassware and for hot plate 
covers. Upon the removal of a utensil from the 
well, a spring mechanism automatically brings an- 
other into position. Wells for hot dishes and cups 
are equipped with electrical heating elements for 
pre-heating. The counters also contain electrically 
heated steam tables from which hot food is served 
directly to the plates as they pass by on the belt. 
Urns are provided for service of coffee, milk, and 
cream. 

How the System Works 


The process begins at one end of the belt, where 
the trays are assembled and napkins and silver- 
ware placed in position. As the belt moves along 
at a rate of 28 feet per minute, utensils and food 
are transferred to the trays in so efficient a man- 
ner that at the end of its journey a complete meal 
is ready to serve. 


A system of colored identification cards singles 
out those trays requiring special menus, and indi- 
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Serving counter and subveyor in operation. Miss 
Gaventa is shown checking trays 


cates the elimination of certain condiments such 
as salt, sugar, etc., which may be denied to certain 
patients. At the far end of the moving belt stands 
an assistant dietitian, who checks every tray. She 
can stop the belt if she detects any error or for 
any reason is not satisfied with the tray set-up. 


Now begins another interesting phase of the 
food handling process. At the end of the belt the 
trays are picked up by lugs and lifted through a 
shaft extending the entire height of the building. 
Push buttons automatically select the floor at 
which the trays are to stop. 


While this process is going on in the kitchen 
department, crews of helpers and nurses are ready 
at the upper floors’to remove the trays as they ar- 
rive at the floor serving pantries and take them 
directly to the private and semi-private rooms and 
to the wards. 


Almost human in its operation, an electric eye 
at each serving pantry stops the tray until it is 
removed from the subveyor. Each pantry is con- 
nected to the kitchen and to the dietitian’s office 


24 


by telephone, where any questions relative to the 
service may be quickly settled. It is the practice 
at the Delaware Hospital to adjust the mechanism 
of the subveyor to begin delivery of trays to the 
upper floors and work down one floor at a time. 


The Dish Washing Department 


As soon as the meals are finished by patients 
the trays are returned to the floor serving pan- 
tries, placed in the descending shaft of the sub- 
veyor and taken to the dish washing department, 
a separate room adjoining the kitchens. Here, 
with the same efficiency with which the trays were 
originally assembled, they are now “dismantled.” 
After removal of left-over food, which is dumped 
into receptacles for transfer to the incinerators, 
dishes. and silverware pass through washing and 
sanitizing machines. A special machine for wash- 
ing glassware is provided. When the cleaning 
process is completed, utensils are placed on trucks 
and returned to the serving counter dispensers to 
be again in readiness for use. 


Miss Gaventa supervises the serving of an aver- 
age of from 175 to 200 trays three times a day. 
This operation will be greatly enlarged when the 





Salad and dessert refrigeration section 





Main range section of Delaware Hospital kitchen 
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hospital reaches its full capacity of 400 beds. Tray 
service includes a large variety of selected menus 
| for private patients and an average of from 15 to 
j 35 special diets. A staff of 35 persons is normally 
; engaged in the food preparation and serving oper- 
ations. 








Miss Gaventa and her staff are enthusiastic over 
the operation of the system, although it has been 
in service scarcely more than a year. To Massena 
& duPont, the architects, it represents one phase 
of the careful planning of an institution wherein 
management problems were given primary con- 
sideration. 


Kitchen Equipment Described 


The kitchen equipment of the Delaware Hospi- 

tal includes three 50 gallon steam kettles ; two mix- 

ing machines with vegetable slicing, meat grind- 

ing, and soup straining attachments; two three- 

4 compartment vegetable steamers, a vegetable 
F parer, meat slicer and food cutter with revolving 
4 bowl and a battery of gas-fired cooking ranges con- 
sisting of ranges, deep fat fryers, broilers and 
roasters and roasting ovens. 








Removing trays from subveyor in floor serving pantry 











Serving pantries are provided for staff and in- 
tern dining rooms, with separate cafeterias for 
nurses and general help. All pastries, including 
cakes, pies, etc., are baked on the premises in a 
modernly equipped bake shop. Complete facilities 
are also provided for making ice cream. 










Refrigeration is of the unit type, the equipment 
including eleven boxes comprising a salad and des- 
sert refrigerator, a hardening cabinet for ice 
cream, a bakery refrigerator and general storage 
refrigerators. Serving pantries for the staff din- 
ing rooms and all floor serving pantries are 
equipped with individual refrigeration units. 













Mixing machine and steam kettles. Vegetable 
steamers are shown in the background 






Not only is Miss Gaventa responsible for the 
smooth operation of the cooking, food handling 
and food serving facilities, but she is also in 
charge of a training program, supervising classes 
in dietary work and instructing student nurses in 
the cooking laboratory. Part of the student 
course includes two months’ training in the me- 
tabolic kitchen. 
















Miss Gaventa has been head dietitian at the 
Delaware Hospital for the past two years, follow- 
ing four years as assistant dietitian. She is a 
graduate of Women’s College, University of Del- 
aware, and interned in dietetics at the Jefferson 
Medical College Hospital, Philadelphia. She is a 
member of the American Dietetic Association 
died Cnvessta, chided Gotitlen, elves thetrittiond tw the and vice-president of the Delaware Dietetic As- 
chef for the day’s menu sociation. 
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Physical Therapy Equipment as It Applies 
to Safety in Hospitals 


JOHN E. GORRELL, M.D. 


HOMAS EDISON has said that “Invention is 
T one per cent inspiration and ninety-nine per 

cent perspiration.” This same ratio holds 
well in any safety program and especially with 
physical therapy equipment. It depends ninety- 
nine per cent on sustained interest and enthusi- 
asm on the part of all the people in the hospital 
and about one per cent on the equipment itself. 
No equipment is safe unless it is used safely. If 
it cannot be kept in a safe condition it has abso- 
lutely no place in a hospital! 


Almost all difficulties that arise in connection 
with physical therapy apparatus are due to im- 
proper design. This is especially true with home- 
made units where the enthusiasm was bogged 
down before the apparatus was completed, tested, 
and made safe. Almost as often, purchased ap- 
paratus has been neglected or suffered abuse and 
it is dangerous, though the hazards are better 
concealed. It is a shame that the average pa- 
tient and hospital person do not find the same 
dramatic appeal in physical therapy equipment as 
is found in x-ray apparatus. 


Purchasing of Safe Equipment 


Does not safety start with proper design? 
Should not purchasers specify and see that they 
get safe equipment? It is unprofessional to sug- 
gest that doctors, purchasing agents, and admin- 
istrators are often at fault, yet the responsibility 
is primarily theirs. At least, they select the 
equipment, and the patients and technicians have 
to live with it, while the maintenance men suffer 
in silence to keep it operating, if it is not well 
designed. 


These people who do the selecting must actu- 
ally know what they are doing, or at least get 
advice from those who do. To know the thera- 
peutic goal or use of a machine does not in itself 
indicate any skill in its selection. In case of 
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doubt, they should specify apparatus which has 
been checked and approved by the American 
Medical Association, the American College of Sur- 
geons, and by the Underwriters Laboratories. If 
the particular type of apparatus is not on the 
approved list, the purchase should be from a re- 
liable manufacturer. 


Following proper design and selection of equip- 
ment, the problem of home-made apparatus must 
be considered. There are often good reasons, 
aside from those of cost, which make it wise to 
construct your own apparatus in your own shop, 
or at least under your specifications. For ex- 
ample, the type you need may not be available 
and today manufacturers are not in a position to 
make up something special. 


Rules to Be Followed 


If you conclude that physical therapy equip- 
ment must be made in the hospital, there are sim- 
ple but important rules to follow: 


1 Design. It must be based. on. sound med- 
ical knowledge, good engineering, and best 
safety practice. The unit should be flex- 
ible and have a great margin of safety. 


Construction. » It must be built exactly as 
specified in your written orders and 
sketches, or improved with your approval. 
Do the job right or not at all. 


Test and approval. It must be subject to 
some carefully controlled tests after the 
device has been constructed and before it 
is placed in use. Get a competent engineer 
to make a real search for hidden dangers. 
If you can afford to build your own ap- 
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paratus you cannot afford to not get the 
advice of the Underwriters Laboratories. 
This is easily done. If possible, ship the 
apparatus to their Laboratories, or if this 
is impractical, ask their representative to 
inspect it, make recommendations, and 
when it is safe issue a certificate to that 
effect. Then, and only then, you will have 
something really worth while; and as safe 
as the best commercial product. 


A department with safe and modern equipment 
is the ideal place to start maintenance for pro- 
tection and efficiency. Remember that “accidents 
do not happen—they are caused.” You do not 
want accidents, but if they do occur find out who 
and not what is responsible. 


Training Procedure 


The ninety-nine per cent of the work remains 
to be done. The next step requires that we go 
more deeply into the training procedure. The 
“tell, show, and perform” method is the best. In 
this system the individual being trained is first 
given verbal instructions and the reasons for the 
existence of each rule are carefully explained. It 
has been found, through long and bitter experi- 
ence, that the only time safety rules have a real 
chance of being obeyed is when the individual 
understands why they exist. During the period 
of verbal instruction, the person being trained is 
given every opportunity to ask questions so that 
he has a clear understanding of the problem at 
hand. 


After these verbal instructions comes a dem- 
onstration by the instructor. Here, again, the 
student is given opportunity to ask questions so 
that he will be better fitted to actually perform 
the work upon the first trial. When the instructor 
is certain that the student has a thorough knowl- 
edge of the operation of the particular piece of 
physical therapy apparatus, he is then asked to 
‘explain to the instructor the way the job is to 
be done. Only after a satisfactory explanation is 
the student given permission to operate the de- 
vice. The instructor carefully watches the ini- 
tial demonstration and corrects any unsafe prac- 
tices which the student makes. After several 
trial operations of the apparatus, the student 
usually develops the correct work habit. Of 
course, continuous check-up by the instructor is 
necessary to make certain that no unsafe habits 
develop later. 


I suppose that any one who can drive an auto- 
mobile can be taught in ten easy lessons how to 
make a stream-line train start and stop. But the 


January, 1942 


railroads do not take chances. Their locomotive 
engineers must have long apprenticeship training, 
and a complete knowledge of all phases of opera- 
tion and maintenance of their engine. They are 
continually checked to see that they know the 
latest rules and each year they receive a complete 
physical examination. 


The railroads have learned their lesson and they 
know that there is nothing to equal the proper 
selection and training of employees for this im- 
portant position. A railroad vice-president at his 
desk can make an error and while it may cost the 
company fifty thousand dollars it may not be as 
serious as a ten thousand dollar accident on the 
road where someone is killed or injured. Like- 
wise, the hospital administrator may pay three 
times what equipment is worth but this is rela- 
tively no evil compared to asking a skilled tech- 
nician to avoid injuries to patients with defective 
physical therapy apparatus. 


Employee Selection 


The first step in employee selection is to get a 
person who is fitted for the job. There is no bet- 
ter combination than a person with a sincere love 
for the work coupled with good training and 
experience. It is a man-sized job to find and se- 
lect such a person—it.is a much greater problem 
than buying the apparatus. 


With the right person selected, further train- 
ing makes for maximum safety. See that the lit- 
erature they read is the best and is practical. 
Have some good physicians and orthopedic sur- 
geons of balanced judgment work along in the 
further training period. Send them to good 
schools for refresher courses just as you insisted 
upon good schools for basic skill. See that they 
realize that they are expert technicians but al- 
ways under the orders of the doctor and the hos- 
pital. They must never practice medicine but 
must carry out the medical instructions. Their 
type of work is as important as any in pharmacy 
and nursing if they will accept the responsibility. 


The work of guiding, encouraging, and continu- 
ally training these people is the only thing which 
will make a successful department. Their enthus- 
iasm must be maintained while your mind is on 
other troubles. Their skills must be checked and 
polished by doctors and surgeons who are crying 
for quick results. They must give adequate care 
to the patients and use expensive supplies care- 
fully while your board is pinching pennies. They 
must be trained to work efficiently at all times 
and not tend to rest on their laurels. They must 
deliver a full day’s work while knowing that else- 
where, technicians are working only five or six 
hours a day. 
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Use of the Equipment 


The operation of the department requires more 
than apparatus and training. For example here 
is a problem in use of equipment. 


In one hospital, the physical therapy depart- 
ment was not locked at night. It had long been 
the custom to permit interns and a few other 
selected employees to use the department in the 
early evenings and take sun baths with the ultra- 
violet equipment. This custom originated in the 
difficult and emotional days of the early thirties 
when everything in and out of reason was done 
to compensate for the lack of cash in the pay en- 
velope. One night a young woman employee, as 
was her custom, crawled under the lamp, forget- 
ting to set the clock. She fell asleep and awoke 
an hour later with the beginning of a terrific 
burn. She sued the hospital in spite of the fact 
that she had been given free care. 


Whether this was to be laid at the feet of the 
department head or the superintendent is purely 
academic. The hospital and its superintendent 
were responsible. The employee, the department, 
and the reputation of the hospital suffered. The 
accident was easily preventable and it would not 
have occurred except for poor planning and su- 
pervision. 


Danger in use of apparatus is not limited solely 
to ultra vires or unofficial use. Technicians have 
been known to leave patients under the influence 
of short wave and diathermy apparatus. There 
is no substitute for horse sense. The ability to 
anticipate danger is invaluable. One does not 
have to be a genius. For example, in one famous 
hospital, burns of patient’s body and legs resulted 
often because the cradle heat lamp was pushed or 
slid off the edge of the table. For less than a 
dollar a wood board could be placed around the 
table to make this impossible. Yet the fact re- 
mains that the skilled and well paid technicians 
had not only failed to anticipate this—which 
might be somewhat forgivable—but they had 
made no effort to prevent its recurrence, and that 
is inexcusable. 


Therefore, encourage your personnel in physi- 
cal therapy to be particular but reasonable. Its 
good for the patient, fine for the employee, and 
excellent for the hospital. 


Equipment Maintenance 
The maintenance of the apparatus is primarily 


the responsibility of the chief engineer and his 
men. Safety, therefor, must be proportional to 
his skill, ability, and the men and materials you 
give him. If you pay your engineer fifty dollars 
a month and ask him to live in a cell in the base- 
ment, as one hospital does, do not be surprised 
if your autoclaves explode and your electrical ap- 
paratus is as hazardous as a time bomb. 


Even with a good engineer, it is not a bad prac- 
tice and piece of moral strategy to take him on 
little unexpected inspection trips. Pull the cables 
which support the operating room light, see if 
the switches and cranks work on the apparatus, 
and check for topheavy equipment. 


See if adhesive tape is holding broken parts 
together or if a castor has a broken wheel. If 
the boss is interested, you can be sure that the 
department head will be. 


“Accidents do not happen . .. they are caused.” 
Yet we get tickets for parking, for speeding, and 
even for headlight bulb failures. So, avoidable 
accidents will happen—they will happen in the 
physical therapy department. And like the police 
regulations in cities where you must spend ten 
dollars worth of time to pay a one dollar fine in 
person at headquarters, the psychology is sound. 
Demand a formal report on paper. Every so- 
called accident must be so reported and a copy 
sent to the insurance carrier. At department 
head meetings, these must be taken up very seri- 
ously, not as a personal affront, of course, but as 
an example of how preventable problems do arise. 
Stress the importance of eliminating the possi- 
bility of repetition. The problem must be dis- 
cussed with every one of the department heads 
present. Similar types of possible mishaps in 
other departments must be anticipated at the 
same time. 


Safety Meetings 


Periodic safety meetings with the compulsory 
attendance of department heads should be held. 


The National Safety Council offers posters and’ 


special bulletins which are free for the asking. 
I personally and unofficially hope that soon the 
day may come when hospital institutes have a 
small section devoted to safety and perhaps a 
correspondence course for major department 
heads as sponsored by the hospital association. 


The price of safety is certainly eternal training 
and vigilance. 
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two drugs will illustrate a pharmacologist’s 
notion of common sense in the materia 
medica of the hospital. 


Tow account of developments in the case of 


Ether 


About ten years ago I was charged with the 
responsibility of reducing the cost of operation 
of the pharmacy in one of the large hospitals in 
New York. The pharmacist and I examined the 
list of items in the pharmacy with a view to 
eliminating those which might not be essential. 
We were struck by the fact that ether was listed 
under two headings: “Ether U.S.P. in 27 lb. 
drums at 11 cents a pound,” and “Ether for 
anesthesia in 14 lb. cans at 63 cents a pound.” 
The question at once arose, why couldn’t we use 
the ether from the drums for anesthetic pur- 
poses? It cost only one-sixth as much. 


We began to look into this question. We en- 
countered first of all the fact that the U. S. Phar- 
macopeia contains a clause in the article on ether 
which reads as follows: 


“Caution—Ether to be used for anes- 
thesia must be preserved only in small, well 
closed containers and is not to be used for 
this purpose if the original container has 
been opened longer than 24 hours.” 


Then an inquiry among anesthetists disclosed 
a rather strong belief that ether deteriorates 
quickly and is unfit for anesthesia when it is 
taken from a container which has not been 
freshly opened. In what way ether becomes un- 
fit did not yield a very clear story. The most 
divergent opinions prevailed regarding the na- 
ture of the danger. Some stated that the ether 
became very irritant; some, that it became un- 
duly toxic so that small quantities produced 
symptoms of collapse. Others stated that it lost 
some of its anesthetic properties so that it be- 
came impossible to induce satisfactory anesthesia 
with it. 
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The question we raised, however, was: Does 
ether develop impurities when the sealed cans 
are opened and stoppered with cork? And if this 
deterioration does take place under these condi- 
tions, how long does it take for the impurities to 
appear? We found no answer to these questions 
in the literature. We therefore set about to look 
into them. 


Testing for Impurities in Ether from Cans 
With Cork Stoppers 


In one of our first studies we assembled a 
large number of small cans of ether, the metal 
caps of which were removed and some of the 
contents used for anesthesia. They were stop- 
pered with ordinary cork and allowed to stand 
in various parts of the hospital and the labora- 
tory. After several weeks to months they were 
tested for impurities by chemical tests which can 
detect about one part of peroxide or aldehyde in 
100,000 parts of ether. These tests are described 
by the U. S. Pharmacopeia and are, as you see, 
extremely delicate. The ether in these cans 
turned out to be perfectly pure and indistinguish- 
able chemically from the ether in freshly opened 
cans. 


We also looked into the possibility that some 
of the cork might get into the ether and acceler- 
ate deterioration, or some one might stopper the 
can lightly so that air might gain access to the 
ether and in that way accelerate oxidation. We 
therefore stoppered some of the cans so lightly 
that the ether evaporated quickly, but to the 
last drop, the ether remained pure. We also 
ground up cork and put it into the can of ether 
and allowed that to stand for weeks. The results 
in these experiments showed that the ordinary 
laboratory cork has no influence on the speed of 
the deterioration. 
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We tested many 25 and 55 pound drums of 
U.S.P. ether. These drums were opened, some of 
the ether removed, and then they were stoppered 
again. This was carried out many times over 
periods of weeks. At the end, the ether in these 
drums was as pure as it was at the beginning. 


Percentage of Satisfactory Anesthesias Almost 
Identical with Two Kinds of Ether 


Despite this evidence that pure anesthetic 
ether does not spoil rapidly under these condi- 
tions, surgeons were still hesitant about anes- 
thetizing patients with ether taken out of a 
large drum because they believed that some form 
of change might take place in the ether which 
the known chemical tests do not reveal. 


Anesthetists were quite certain that they 
could distinguish drum ether from ether in small 
cans which had just been opened, by the behavior 
of their surgical patients. Whether they could 
distinguish the two kinds of ether if they did 
not know which was being given is a matter 
that had never been put to the test in a sys- 
tematic fashion. That, then, was our next step: 
A comparison of ether taken from drums that 
had been opened many times with ether from 
freshly opened small cans. We used the “blind 
test,” a simple expedient which insures a record 
free of subconscious bias. This technique is espe- 
cially necessary in the case of a clinical study on 
ether, in view of the strong devotion of anes- 
thetists to one or another of the favored brands 
of anesthetic ether. Ether was supplied to the 
operating room in small cans stoppered with 
cork, numbered consecutively, and bearing a uni- 
form label. A detailed record on a special chart 
was made by the anesthetist. Criteria were 
formulated by means of which the anesthesias 
were also labeled “satisfactory” or “unsatisfac- 
tory.” 


The analysis of more than 2500 surgical anes- 
thesias involved in this study, 702 in one year 
and 1865 in another year, showed that the per- 
centages of “satisfactory” anesthesias were al- 
most identical with the two kinds of ether, 87.1 
per cent for bulk ether, and 86.6 per cent for 
small can ether. Anesthetists, therefore, are un- 
able to distinguish the anesthesia induced by 
ether taken from small metal-sealed containers, 
from the anesthesia induced by ether in bulk 
taken from a metal container which has been 
opened many times and stoppered with cork 
during periods of many weeks, provided they are 
unaware of the specimen they are using. 


The use of bulk ether is, therefore, entirely 
satisfactory for surgical anesthesia. 
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I should add that these recommendations have 
not been universally received with favor. I refer 
particularly to some of the statements I have en- 
countered concerning this question in the trade 
publications. However, there are many hospitals 
throughout the United States which are now 
availing themselves of ether in bulk for anes- 
thetic purposes. In one large hospital in New 
York, this practice, which involves very little 
trouble for the pharmacy and no compromise with 
the safety of the patient, effects a saving of 
about $2000 a year. 

Digitalis 

I wish now to speak briefly about the status 
of digitalis in the hospital materia medica. Al- 
most all hospitals make use of some proprietary 
preparation of digitalis. They seek out what 
they believe to be a satisfactory preparation. 
Often they are swayed by the low cost in a 
competitive market or by the reputation of the 
manufacturer. In some cases it represents the 
judgment of the hospital pharmacist chiefly; in 
others, the judgment of some member of the 
staff. In any case, however, it results in a prep- 
aration of digitalis intended to meet certain re- 
quirements, namely, that it should be potent, 
that it should be of uniform potency, and that 
it should be freshly prepared, in line with a pre- 
vailing belief that digitalis deteriorates. The 
cost of this digitalis is rarely less than $2 a 
thousand tablets, and usually much more. 


Digitalis Standardized by Cat Method 
Does Not Deteriorate 


During the past twenty-five years evidence has 
gradually accumulated that digitalis when stand- 
ardized by the cat method does not undergo de- 
terioration, that such specimens may stand on 
the shelves for years under ordinary conditions 
and prove as effective at the end of that time 
as at the beginning. In this period, also, numer- 
ous publications have appeared in the literature 
showing that the proprietary preparations of 
digitalis on the market standardized by the 
official frog method show marked differences in 
potency. Even in the case of one manufacturer, 
one specimen of digitalis may be as much as 
100 per cent more potent than another in man. 
The only aspect which remains uniform is the 
statement on the label. 


New York Heart Association Works Out a 
Plan for Dispensing Digitalis 


Some years ago the New York Heart Associa- 
tion, taking into account these developments in 
our knowledge, worked out a plan for dispensing 
digitalis to the sixty-odd member clinics of the 
Association which takes care of about 20,000 
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cardiac pdtients yearly. We secure about 500 
pounds of digitalis leaf. We have it assayed by 
the cat method. We have a tablet manufacturer 
make up this leaf into tablets of various cat unit 
strengths. As a result of this procedure, these 
clinics have found it possible to secure uniform 
digitalis during the period of about 15 years in 
which this plan has been in operation. The cost 
is about 80 cents a thousand tablets. 


What the Heart Association has done, every 
fair sized hospital pharmacy can do, and thereby 
improve immeasurably this aspect of its materia 
medica. If the average hospital bought 25 
pounds of digitalis leaf, had it standardized by 
the cat method in a good laboratory, and made 
up into tablets, it would solve its major problems 
in regard to digitalis for a period of 4 to 5 years. 
In one hospital alone, it was estimated that this 
procedure would result in a reduction of the cost 
of digitalis from approximately $400 to $50 per 
year. 


Materia Medica Should Keep Pace with 
Developments in Science and Practice 


These two examples suffice to illustrate my 
view of common sense in the materia medica of 
the hospital. It is a dynamic materia medica 
which is undergoing constant revision, which 
keeps pace with the developments in science and 
sound practice, and which places a minimum of 
strain upon the hospital budget. It places the 
full strain where it rightfully belongs, namely, 
upon the scientific knowledge, the resourcefulness 
and the critical judgment of the medical members 
of the pharmacy committee and the hospital 
pharmacist. 


There is no common sense materia medica 
which is not based on the science of pharma- 
cology. Furthermore, we cannot hope for a sound 
materia medica in the hospital in the absence of 
the realization that the methods of pharmacology 
have revolutionized the practice of therapeutics. 


A wide gap exists between the discovery of a 
chemical product and the discovery of the uses 
to which it can be put in clinical therapeutics. 
This gap is often filled with the testimony of 
vague and inconclusive clinical impressions. A 
few seemingly satisfactory results in a few badly 
controlled cases often produce in the mind of the 
physician a conviction of merits that do not exist. 
The time has come when the uncompromising 
demands of the scientific experiment can be 
justifiably made in the case of almost all agents 
that are put to use. This method has great 
power. There are numerous examples in which 
one controlled clinical investigation has blasted a 
therapeutic practice based upon cherished clinical 
belief of a half-century or more. 
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Not many hospital pharmacists nor medical 
practitioners are able to make these systematic 
studies. However, both can make a very con- 
siderable contribution to this problem by raising 
the standards of their demands of a medicinal 
agent before they admit it into their materia 
medica. ; 


A limited number of potent agents, the value 
of which does not depend on an intangible mass 
of clinical impressions but rests securely upon 
the unequivocal results of a few thoroughly con- 
trolled clinical investigations, describes the ideal 
of a hospital materia medica, one that is in keep- 
ing with enlightened therapeutics. The massive 
hospital formularies have no place in it. In these, 
hundreds of agents are juggled into mixtures, 
usually without a semblance of justification. 


At this point let me state that the National 
Formulary is not a suitable guide for this materia 
medica. A large part of its contents represents 
agents and mixtures which the best medical 
opinion has considered incompatible with sound 
treatment, and has caused their deletion from 
the Pharmacopeia. It is true that this book has 
acquired the same legal standing as that of the 
U. S. Pharmacopeia. But let us not forget that 
while an act of Congress bestowed upon these 
mixtures an official status, it did not confer upon 
them the attribute of therapeutic usefulness. 
That prerogative resides not in the hands of gov- 
ernment, at least in this country. 


The sound therapeutist meets difficulties 
enough in the use of one potent remedy at a 
time. Two in the same prescription put a serious 
strain upon scientific knowledge. With a third 
in the same prescription, the bounds between 
sound practice and shabby empiricism begin to 
crumble, and beyond, therapy becomes chaotic. 


Physicians Share Responsibility for Survival 
of Decadent Materia Medica 


The hospital pharmacist is not likely to achieve 
such a materia medica without serious encoun- 
ters with tradition. The obstacles to deletion and 
simplification come not only from pharmaceutical 
sources. Physicians bear a large share of the 
responsibility for the survival of a materia 
medica that is outworn and decadent. In the 
last number of the Journal of the American 
Pharmaceutical Association, the secretary of the 
Board of Medical Registration of the state of 
Maine deplored the present state of ignorance in 
matters of materia medica and prescription writ- 
ing. He was disturbed by the fact that only one 
of eighteen candidates knew of Bashams Mix- 
ture, a defunct preparation of iron which under- 
goes decomposition on standing and which pro- 
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vides about 25 mgm. of iron in a tablespoonful, 
so that about 20 tablespoonfuls a day have to be 
given in order to attain a reasonably satisfactory 
iron intake for the treatment of anemia. Not 
one man could write a prescription correctly in 
Latin containing fluidextract of senega, fluid- 
extract of squill, camphorated tincture of opium 
and syrup of tolu for a case of chronic bronchitis 
with cough. Nor could they write correctly a 
prescription in Latin for grippe, containing 
acetphenetidin, quinine sulphate, camphor mono- 
bromate, caffeine citrate and codeine sulphate. 
Is this ignorance to be deplored or commended? 
Students no longer learn such mixtures in the 
medical school, for the very good reason that 
they are unsound and not worth learning. No 
single factor is likely to go further in advancing 
a common sense materia medica than the igno- 
rance on the part of medical students and practi- 


tioners, of so-called medicinal agents and mix- 
tures long in use but never proved useful. They 
cannot survive if they cease to be wanted. 


In closing, let me state that the principles of 
a sound materia medica have been effectively 
followed in the scope of the U. S. Pharmacopeia, 
and in the two books published by the Council on 
Pharmacy and Chemistry of the American Medi- 
cal Association, namely, the little book called 
“Useful Drugs” and in “New and Nonofficial 
Remedies.” The application of these principles 
to the hospital materia medica has achieved a 
large measure of success in the New York Hos- 
pital formulary. I wish to recommend these 
books to all those who are not now making seri- 
ous use of them, for it is my belief that no better 
guides than these exist to the design of a common 
sense materia medica in the hospital. 
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Blackouts 


Effective blackout is not achieved by spectacu- 
lar efforts at the beginning of or during an air 
raid. It depends rather on long, painstaking 
planning and preparation, and avoidance of waste 
of energy on relatively unimportant details. 

All night every night blackouts probably never 
will be required over the whole area of the United 
States. Areas within 300 to 600 miles of the sea- 
coast or of enemy lines may be required to black- 
out every night, but interior areas probably will 
be required to black out only when warned. 

A blackout keeps a city dark except for faint 
lights for traffic, safety signs, and specially se- 
lected places such as railway stations. 

A blackout is not designed to conceal the pres- 
ence of a city but rather to obscure landmarks— 


1 To prevent identification of the locality as 
a guide to points more distant; 

2 To prevent use of lighted areas as reference 
points for the location of points of attack; 

3 To prevent haphazard bombardment. 


Bombing targets, in order of importance are: 


1 Military positions, air fields, and bases; 

2 Industries essential for wartime production; 
3 Municipal utilities and transport facilities; 
4 Stores of civil food supplies and materials; 
5 Civilian population in general. 


Primary sources of light which must be blacked 
out are: Light from industrial activity, street 
lights, store fronts, factory roofs, side lights, 
house windows, electric signs, and vehicle lights. 

Secondary sources such as windows, roofs, rivers, 
lakes, and paved areas on account of reflection of 
light from moon, star flares, fires, etc., cannot al- 
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ways be blacked out, but every effort should be 
made to decrease their reflection characteristics. 

Windows, skylights, and glazed doors must be 
so prepared as to make any inside light invisible 
from the outside if any light is to be used in them 
during blackout periods. 

Strong blinds behind windows and under sky- 
lights may serve not only for obscuration but also 
to minimize danger from glass shattered by bomb 
explosions. 

The simplest obscuration is by painting exist- 
ing windows with black paint, weatherproof if 
used on the outside. For use on the inside a 
water paint, costing about one-half cent per square 
foot of area covered is available. 

But obscuration by painting of the glass may 
be nullified by breaking of the glass and thus may 
not be entirely satisfactory. Also, painting does 
not protect against glass splinters in the case of 
bombing. Such protection may be secured by 
using a frame covered with close mesh galvanized 
wire netting and black cloth at a cost of about fif- 
teen cents per square foot of area. 

Frame shutters covered with rubberized cloth 
fitted to the windows are not only lightproof but 
furnish some protection against splinters and 
may be made relatively gas proof. Or a light- 
proof paper on a light frame may be used for ob- 
scuration only. 

The cost of brown kraft blackout material, 
made up on spring shade roller 4 ft. 6 in. in width 
and 6 ft. long is about $1.87 per unit. 

The advantages of either the frame or shade 
roller type of obscuration are that they can be 
removed when not needed and windows can be 
quickly obscured when the “alert” is sounded. 
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Paid House Officer for the Small Hospital 


REGINA H. KAPLAN, R.N. 


scribed as “the evolution of an intern.” Dr. 

Robin C. Buerki’s plan is not only revolution- 
ary, it is unquestionably the result of a very 
healthy evolutionary process. Doctor Buerki’s 
thoughts were incorporated into a plan—a worka- 
ble one. Many other persons believed that the 
process of turning a raw recruit, fresh from med- 
ical school into a veteran warrior in the “fight 
for life” required something more than a mere 
year or so of internship. 


Tes “paid house officer” can be aptly de- 


“Why,” a young resident exclaimed, “the in- 
tern is too snow-blinded by the white uniforms 
all around him to focus his eye on the problems 
before him. . He is too much in awe of authority, 
too humble before the experts under whom he 
serves, to develop the initiative he so badly needs. 
The intern’s position,” he says, (I am still quoting 
verbatim from the frank statement of a young 
man who is right now experiencing life as a paid 
house officer), “is very much like that of a third 
assistant to a fourth assistant pencil sharpener. 
It is likely to result in apathy rather than action. 
Why, the intern merely crawls. But since I have 
been a house officer, and forced to rely on my own 
judgment—but fortunate enough to be able to 
continually check my results by the advice and 
experience of veteran physicians, I believe I am 
beginning to walk erectly. Maybe my steps are 
a little feeble now, but they are growing stronger 
daily. By the time I am ready to hang out my 
own shingle I expect to be able to run, sure-foot- 
edly too.” 


Doctor Buerki’s plan of the paid house officer 
is proving a salvation for both the small hospital 
and the young graduate who has served his period 
of internship, but feels not quite competent to 
take his place in public practice. The small hos- 
pital is almost always cramped for funds, with 
inevitable results of heavy responsibility for the 
entire staff. 


Many a young man, finishing his internship, 
finds himself eager for a further period of train- 
ing, but is too badly strapped for funds to permit 
him to enroll for a postgraduate course. What 
could be finer for both hospital and young physi- 
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cian, than that the two should join forces and 
march on together. Look at the results! As an 
outcome of his residency the “tyro doctor” will 
experience a broader, more self building program 
than any school might hope to give him. At the 
same time he is living comfortably, and can even 
put by a penny against the day when he launches 
out for himself. 


The Small Hospital and the Intern 


It is a well known fact that when interns are 
being handed around, the small hospital is usu- 
ally forced to play a poor second fiddle to larger 
institutions with awe inspiring national reputa- 
tions. The powerful hospital, ordinarily, has a 
gratifyingly large waiting list from which to pick 
and choose its interns. The small and humble 
institution has no such privilege. For such a 
unit the paid house officer is an answer to prayer. 


It constitutes a healthy sign, this desire of a 
young man to add to his experience as an intern 
before plunging into public practice. A healthy 
sign, if not carried too far. We are all familiar 
with the problem of the graduate who, year after 
year, shrinks from responsibility and, season after 
season, draws back into the cloistered haven of 
the classroom—piling graduate course on gradu- 
ate course—each withdrawal separating him 
more surely and finally from the world of action. 
But the paid house officer our young doctor has 
become is forced into dynamic responsibility. 
There is always the check of mature staff physi- 
cians to guard him from too hasty or rash de- 
cision. On the other hand, patients, nursing staff, 
and interns look to him for pronouncements. They 
defer to his judgment. A man incapable of gen- 
uine growth under such stimulus, a man unwill- 
ing to assume responsibility under such a set-up, 
simply has not the making of a doctor in his be- 
ing. The quicker everyone learns it, the better 
for all concerned. 


Period of “Peak Training” 
It is a period of “peak training” that time of 
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serving as a resident—and remember I am speak- 
ing at all times from the viewpoint of the small 
hospital—an institution with 200 beds or less. 
Internship in a large hospital may offer a greater 
number of cases, and a chance to observe certain 
details about a larger variety of ailments. But 
somehow, those cases which sweep across the 
threshold of the small institution—and their num- 
ber and variety would surprise the uninitiated— 
somehow these cases loom larger and are less 
impersonal than their city counterparts. The 
resident house officer comes in daily, perhaps 
hourly, contact with his patient, not only in the 
routine treatment of a single phase of this mal- 
ady; but with his illness in all its aspects. The 
house officer quickly learns to focus his attention 
on all symptoms contributing to the maladjust- 
ment, whether physiological or psychological. 


For the wide awake house officer, no patient 
can afford to be just a room number and a series 
of notations on a chart. He has no doubt seen 
the newcomer within a few minutes after entry, 
given directions for laboratory tests, perhaps 
looked in for a moment while those tests are be- 
ing performed. He has found himself under the 
necessity of deciding personally, in the light of 
those findings, what it is best to do. He quickly 
learns by happy or bitter experience that med- 
ical results are more quickly and surely obtained 
if he learns to gauge the mental quirks of his 
patient and cater to them insofar as it is scien- 
tifically expedient. The patient is possibly his 
sole responsibility from entry to discharge from 
the hospital. There is no chance for buck-pass- 
ing. No other shoulders can bear the whip-lash 
of his failure. Whether or not he likes it, he is 
forced to see his problem from all angles. He 
must weigh each aspect of the case in relation to 
all other aspects. Before long this whole-patient- 
consideration attitude has become second nature 
to him. It drops down into an automatic attitude 
which will stand him in good stead all of his 
professional life. 


In short order he finds himself developing a man- 
ner which subtly “pats his patient on the back” 
—but manages it sincerely. There is nothing 
more maddening than a phony heartiness and 
an ailing mortal is quick to recognize and resent 
such treatment. On the other hand, some hos- 
pitalized folk sink down into the feather-bed of 
attention and need the pin prick of challenge to 
set them doing their own part toward the battle 
of recovery. The paid house officer, because he 
has such a large personal stake in the patient’s 
record at the institution, is forced to turn him- 
self into a practical psychologist. He finds him- 
self under the necessity of gauging the caliber of 
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his patient’s being and acting accordingly. This 
is something which no classroom expert could 
hope to teach him—a thing which no amount of 
concentration on a single phase of the patient’s 
malady could instill into him. This knack—hard 
won in the school of experience—can be mastered 
in no other way. Deep down in his heart every 
resident officer knows it, and is grateful for the 
chain of events which has given him such an 
invaluable skill. 


The house officer is looked upon by his asso- 
cites, and comes to look upon himself in a very 
different light from the nebulous glimmer by 
which he worked when he was an intern. Pa- 
tient, nurse, executive and staff physician treat 
him with respect. They defer to his opinion. Joy- 
ously he begins to realize that they can rely on 
his judgment. He is growing into man’s estate. 
He speaks “another language.” 


There are few instances in which the adage 
“As ye sow, that will ye also reap” applies quite 
so surely as in the case of the paid house officer. 
The precious years spent in such a position are 
certainly the time of opportunity for the young 
man anxious to add to his treasury of strengthen- 
ing knowledge and the breadthening of his store- 
house of helpful experience. As an intern it was 
always his duty to obey implicitly the orders of 
his executive staff. As a house officer he may be- 
gin to show initiative. He may even question to 
a reasonable extent the suggestions of others. 
Offered in sincerity, and with thoughtful reason- 
ing behind it, no staff member will resent the 
opinion of a house officer. Yet always that staff 
remains as a check against too radical tenden- 
cies and too rash judgment. 


This blending of genuine responsibility yet 
freedom from the necessity of going it too sud- 
denly and entirely alone forms a system of check 
and counter check which any young man should 
welcome sincerely. It is a graduate course in the 
school of experience, without the dubious neces- 
sity of continuous trial and error which is the 
chief disadvantage chalked up against that fa- 
mous “University of Hard Knocks.” 


Qualifications for the House Officer 


Qualifications for a house officer useful to the 
small hospital and the young man’s own secret 
hopes of what he wishes to gain from his experi- 
ence in residency are so at one with each other 
as to be approximately the same thing. It is 
enough for the hospital to recognize the embri- 
onic traits dormant in the young man. Responsi- 
bility and the opportunity to exercise skills and 
learn through initiative, a chance to go ahead 
under his own steam, with a consequent develop- 
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ment of self confidence, will lead the young man 
along the path the hospital wishes him to take. 


Shall we list then, the qualities-in-the-making 
looked for by the hospital in the previous record 
of the young man—and looked forward too by 
the youthful tyro himself? 


1 His School Record. By the time a doctor- 
in-the-making has reached medical school his 
habit pattern is pretty likely to have been fairly 
well fixed. Responsibility, a willingness to work 
hard and intelligently, ability to assume initia- 
tive, and to think clearly in an emergency are 
qualities, which, if they are ever to emerge, have 
at least shown themselves during his college days. 
Let both hospital and young man ponder his past 
before undertaking to predict his future. 


2 The Extent of His Fundamental Knowledge 
of His Subject. A young man seeking selection 
as a paid house officer must unquestionably be 
well grounded—both in his academic school day 
learning and in his period of internship. It is 
also very much to the good if he has made a de- 
cision concerning his professional slant, whether 
he is to go in for a certain specialization or 
whether he prefers to broaden the base and be- 
come a well-rounded general practitioner. If he 
has a definite goal already in mind, so much the 
better, both for himself and the institution. he 
serves. 


3 Alertness for the Best in the New. Even as 
a medical student and an intern he will have 
shown himself. Is he willing to rest on the laurels 
of past generations, spurning the new discoveries 
and counting them beneath notice, or is he alert 
to keep abreast of progress in his field? Is he 
balanced in his zeal for the new? Has he the 
critical judgment to weigh thoughtfully that 
which has not been completedly proved? Has 
he sufficient balance not to follow each charlatan’s 
nostrum, yet cock a sympathetically critical eye 
in the direction of each experiment which di- 
rectly affects his practice? The hospital will be 
on the alert for a youth who can measure up to 
these tests. 


4 Personality. ‘Personality plus” may be one 
of the most annoying traits known to man. A 
patient is quick to respond to the attitude of his 
physician. If there is a false heartiness, be very 
sure he will sense and resent it. His response 
to genuine concern for his problems, a pleasing 
manner, and a ready tongue will be quite as rapid 
and twice as gratifying. The hospital which fails 
to take into account the personality of an appli- 
cant for the post of paid house officer would be 
most foolish. On the other hand, the personal 
responsibility for and contact with a number of 
patients, will give the young doctor a golden 
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opportunity to strengthen his knowledge of get- 
ting along with his fellowmen, sincerely and 
forthrightly. 


5 A Sense of Humor. A sense of proportion, a 
sense of humor, these are invaluable to any man. 
in either personal or professional life. No hos- 
pital will reject an applicant because he is no 
Bob Hope or Ogden Nash. But ability to see the 
funny side of a situation, even though he himself 
be the butt of the jokes is a virtue which is likely 
to be weighed and weighed carefully by an insti- 
tution. Proportion, too, is priceless. Kipling was 
right: “If you can keep your head when all about 
you are losing theirs .. .” then you, my young 
intern, will be pretty sure to be the man many 
a hospital will be seeking as a paid house officer. 


6 Decisiveness. A routine worker may indulge 
himself in a life of indecision. Not a man of 
medicine. Thoughtful, analytical, certainly he 
must be these if he is worthy of the name of 
“doctor.” But, in a field where prompt action is 
often so utterly vital, a vascillating temperment 
is not to be tolerated. 


7 Tact. Cheerfulness and tact may not show 
up as quickly to the naked eye as wavy hair or 
a cleft chin; but the.hospital staff had better de- 
velop the mental eye to recognize them in the 
potential employee. Especially is this true for 
the small hospital. The capacity for friendship 
and fair play is especially significant. In the 
large institution the individual blends into the 
whole machine. In the less-than-200-bed unit 
awakened like or dislike counts enormously. It 
counts for the patient: therapeutic values rest 
even more than many may imagine on a mind at 
peace with itself and attuned to its environment. 
It counts with the staff; the smaller the machine, 
the fewer the parts, the more essential it is that 
each segment works smoothly and without grat- 
ing or jarring against other parts. It counts with 
the community: in the small town, the hospital 
and its staff are an integral part of everyday liv- 
ing for a large part of the population, encoun- 
tered at least indirectly almost daily. Good will 
can be built up and held for the institution only 
if there is respect for and faith in its personnel. 
Let the would-be house officers ponder this well. 


9 Reputation. The way the world has marked 
a man can sometimes fall far short of the mark— 
can sometimes shoot high above it. But the com- 
munity in which a man has lived will very likely 
have been shrewd enough to have sized him up 
pretty accurately. A name for honesty, sincer- 
ity, and the respect of his community must come 
with the young man from his school days, home 
town, and intern center into his new position if 
the hospital is to be served fairly and adequately. 
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10 Personal Habits. After all, what is repu- 
tation save the world’s reaction to what it sees 
of a man’s personal habits. But how much more 
fundamental they are! Reputation may be only 
a cloak worn over a personality. Habit strikes 
deep into a man’s nature. No matter how little 
his friends may know of his fundamental actions, 
his whole being is constantly being modified by 
them into the pattern of their making. Let the 
young man consider well how his leisure hours 
are spent—certainly, the institution hiring him 
should carefully inquire into the question. 


11 The Profit Motive. Few men can afford 
to be completely abandoned of all consideration 
for material gain. After all, to operate at his 
highest efficiency a man must. have enough of this 
world’s goods so that his body can be reasonably 
comfortable and his mind at rest from the more 
pressing financial responsibilities. But no man, 
if he is to be successful—successful in the genuine 
sense, rather than in a purely material one— 
can become obsessed with the profit motive to the 
extent that it transcends the will to serve human- 
ity. No hospital wants a money-mad house officer. 
And surely few young men starting their careers, 
consciously begin to cultivate the venal. Respect, 
liking, complete faith in its resident physician— 
faith from even the least important among the 
charity patients is of immeasurable value. It is 
actually more significant to the institution than 
membership in important clubs. A name for 
staying with the job until it is well done is far 
more useful than that of being a good fellow with 
the boys. A reputation for giving as good atten- 
tion to the most impotent as to the most influen- 
tial of citizens is a thing which will quicken and 
hold community faith. Not only will such a pol- 
icy pay in self respect, but will also bear divi- 
dends in dollars and cents in the long run. 


12 Willingness to Work for His Success. Like 
happiness, success is where you find it. And it 
is not there, resting on a silver salver, ready to 
be plucked idly and daintily. Success requires 
digging, hard digging, and plenty of it. Drifters 
make poor house officers. Floating along with 
the tide is not to be tolerated here. But if the 
young man can mold himself to his opportunities, 
if he is alert enough to gauge his own special abil- 
ities; if he can judge his own work impersonally 
and critically; if he can develop the will to 
strengthen himself at the points of greatest weak- 
ness; exercise and develop his greatest capacities ; 
if he will welcome the ever present opportunities 
for initiative; if he can develop the power for 
quick and accurate decision—then his personal 
growth in his work will be of immeasurable value. 
If he is willing to work unceasingly; if he can 
learn to turn cheerfully and without self-pity from 
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a pleasure of the moment in order to devote extra- 
duty hours to the completion of the task at hand; 
if -he will discipline himself to think of others 
first and himself second, then his professional 
growth is assured. 


At the time he may not realize it, but in years 
to come he cannot fail to do so. As he looks back 
over his progress—step by step, he will know 
that his time of greatest self-building was during 
his service as a paid house officer. Unquestion- 
ably, he will come to know that he was immeas- 
urably lucky in being privileged to have such an 
experience. To have been paid, instead of hav- 
ing to pay for such a period of peak training, will 
seem to his mature years, almost incredible good 
fortune. 


Therefore, with such an arresting number of 
facts concerning the innovation lined up so com- 
pletely on one side of the question, I feel that the 
issue is not “Shall the small hospital employ a 
paid house officer”? So far as I am concerned 
that matter is already settled. The answer is em- 
phatically in the affirmative. There is so much 
of value to the institution, so much to be gained 
by the young doctor, such benefit to the patient, 


that so far as my mind can cope with the situa- . 


tion, Doctor Buerki’s plan is no longer an experi- 
ment. It has been tried and found not wanting. 
It has been proved and the results are highly 
gratifying. 


There remains then, it seems to me, only a 
question of ways and means. Other departments 
and their personnels have been standardized. Re- 
quirements have been laid down. Scales of pay 
have been set up, pretty generally. Many mat- 
ters which can be mechanically standardized have 
been so graduated. 


I hope and pray for the benefit of the small 
institutions everywhere that are waiting with 
outstretched arms, pleading for a chance to lay 
the jewels of their opportunities before the feet 
of efficient, earnest forward looking young men, 
for the sake of the young doctors who so sorely 
feel the need of further self-building, for the pa- 
tients who as much as the hospitals and the physi- 
cians, have a stake in Doctor Buerki’s plan. I 
hope and pray that it will not be many moons 
before the paid house officer has come to be such 
a taken-for-granted part of life of the small hos- 
pital that he will be given the sanction of set 
standards for his employment. When the time 
has come, care of suffering humanity will have 
donned its seven-league-boots and taken an enor- 
mous stride ahead. Hospitalization will have 
moved very rapidly toward a_ well-rounded 
maturity. 
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The Patients' Library—A Hospital Window 


MRS. A. VICTOR CHERBONNIER 


library service was started in France and 

England as well as in our own country. It 
was started because those in authority realized 
that in times of stress men’s spiritual, mental, 
and emotional needs are as great as their physical 
needs. Many of the sick, far from home, gained 
comfort and solace from books. 


[) ims the last war, organized hospital 


Imagine what it meant to our soldiers sick in a 
French hospital to read “Tom Sawyer” or 
“Huckleberry Finn.” It must have brought home 
immeasurably nearer to read those old familiar 
books with their strong American tang. 


At the close of the war, English and French 
hospital libraries were kept running at the re- 
quest of doctors and nurses. When the men were 
discharged and returned to their homes, those 
who must stay on in hospitals needed this service 
more than ever. In England, during the period 
of peace, this work which was started and car- 
ried on primarily by volunteers, was developed 
and extended to the civilian hospitals until prac- 
tically every hospital.of any size in London and 
its environs had its patients’ library. 


Today, there is no cessation in their regular 
work, but new volunteers are being continually 
trained and books collected to take care of the 
expansion in hospital facilities caused by the 
many new sick and wounded. Books were even 
sent to the base hospitals on the coast of England 
when Dunkerque was evacuated. 


Renewed Interest in Patients’ Libraries 


In our own country interest in hospital libraries 
flagged to a certain extent after the last war, with 
the notable exception of Rochester, Boston, and 
the veterans’ hospitals. However, for the past 
few years there has been a quickening of interest 
in the value of this service for the sick, and for- 
ward looking administrators are beginning to seek 
well run libraries in their hospitals. 


Why is there this new interest? Because it is 
being increasingly recognized that there is a men- 
tal component in all illness, that with the best 
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medical care possible the patient cannot recover 
without the will to live, that now as never before 
the doubts and fears that accompany illness are 
aggravated by the unrest and trouble in the world, 
and that fear must be allayed and tense nerves 
relaxed before nature and medicine can do their 
best healing. 


Books can be an important factor in bringing 
about these results. They can cause the patient 
to look “out” instead of “in” upon his trouble. 
They can make him forget for a while his pain. 
A thrilling mystery can make the hours fly by 
instead of dragging slowly. The patient who is 
trying to ferret out the murder of Mr. X entirely 
forgets to wonder when the next painful treat- 
ment will come, how much longer he must wait 
for the next meal. 


Values of Reading 


Reading not only gives the patient diversion but 
a mental change of scene as well. During the 
hot summer months one patient asked for books 
about the North only—“Mush You Malemutes” 
and “Alaska Challenge” were his favorites. The 
volunteer said that at least he was mentally “on 
ice” all summer. 


Nurses have told us that the atmosphere and 
conversation in a ward is vastly improved by book 
service and that there are fewer calls for the 
nurse when patients are occupied. In one hos- 
pital with a newly organized library service, the 
nurse found behavior problems in the children 
noticeably lessened. Naturally, sick children are 
restless and books keep them quiet and happy for 
a while. 

Book Service for Patients 


The majority of the patients cannot afford to 
buy books, some cannot buy magazines and others 
cannot even afford a two cent paper. Conse- 
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quently, they are very grateful for the book 
service and when they discover it is free it aug- 
ments their good will toward the hospital. One 
administrator calls it his “Number One good will 
ambassador.” 


Granted books can do a great deal for a pa- 
tient, there are several important factors present 
to make this work a success; first of all, the serv- 
ice must be regular, it must be organized, it must 
have good books properly shelved and kept phys- 
ically attractive. 


The regularity of the service is extremely im- 
portant, as the patient looks forward to the libra- 
rian on certain days at certain hours and is very 
disappointed if no one arrives. Strict routine is 
necessary in a hospital and it is wise to fit library 
service into the regular hospital routine. 


Hospital Library Rooms 


The library rooms vary in different hospitals. 
It is ideal to have a large, sunny room where 
patients can come and browse. They love to 
choose their own books from the shelves and 
often stay and read magazines or chat about 
books with the librarian. However, if this is im- 
possible due to limited space, the work can be 
adequately done in a very small room if there is 
sufficent light and the books are well shelved. 


The library can be run on a very limited budget, 
as good books are not hard to obtain. An active 
committee can obtain hundreds of books from 
friends and they can be taught to give books they 
enjoyed rather than books they want to throw 
away. In many cases every one in the hospital, 
from the administrator down to the elevator men, 
feels pride and interest in the library and helps 
collect books for it. 


In six months the United Hospital Fund Li- 
brary Bureau has been given over 3000 books, 
the majority of them in excellent condition. These 
of course go to the hospitals, after they have been 
catalogued and reviewed. Many prefer to give to 
the hospitals direct and new hospital libraries 
generally find getting books their least difficult 
job. 

Selecting Books for the Patients’ Reading 


The books, however, should be gone over con- 
stantly, unpopular ones weeded out and the others 
kept physically attractive. A sick person is fas- 
tidious and a book is not tempting if it looks as 
if it has been handled by many persons. This 
can be accomplished for the outside by fresh cov- 
ers or shellacing; the inside of the book gone 
over and stains and dirty finger marks removed 
and torn pages mended. Sometimes women who 
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do not like to go on the wards or are not phys- 
ically strong enough for the book cart service can 
do excellent work in the library room. 


Selecting the Person Who Distributes the Books 


Lastly, but certainly of primary importance, 
there should be the proper person to distribute 
the books. This service requires a person with 
both tact and understanding and a knowledge and 
love of books and people. There is an art in this 
bedside service and everyone is not fitted for it. 


Miss Wettleson, a librarian from Oslo, Norway, 
who visited hospital libraries in the United States 
several years ago, said: “Hospital library work is 
an art and should be handled with a delicacy of 
touch; when this is done its true value becomes 
manifest.” 


Even if a hospital cannot afford trained libra- 
rians, it can have a good library, for this work 
can be done and done well by volunteers if they, 
in addition to possessing the proper qualifica- 
tions, are given some training. Knowledge of the 
correct way to keep records and catalogue books, 
etc., is essential. A short course in simple library 
technique, book selection, hospital ethics and pro- 
cedure will prevent a great many useless and dis- 
couraging mistakes. The Hospital Library Bu- 
reau at the United Hospital Fund gives such a 
course and includes in it 23 hours of practical 
work in a hospital. 


This course has proven extremely helpful to 
the chairmen and other volunteers. They have 
found that having learned to do their work accord- 
ing to accepted library methods, the routine part 
goes more quickly and they can spend more time 
with the patients. In addition, book losses are 
cut down and circulation increased. Hospital 
libraries should be run on the same high plane as 
the other departments in a hospital and for this 
training is essential. 


Securing Volunteers for Library Service 


There are many sources for securing volunteers 
for this work, but it would be wise for women’s 
committees desiring to start a library in their 
hospital to look first to members of their own com- 
mittees. They are already interested in and 
loyal to the hospital, they have learned some- 
thing of hospital ethics and the seriousness of 
working with the sick. It is not necessary to look 
only to the very young for volunteers. Older and 
more mature persons can and do volunteer for the 
work and often a mature person is more under- 
standing and tolerant. If there is a sufficient 
number of volunteers the work is not arduous. 
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The committee member today is not satisfied 
with fund raising activities alone, but often wants 
to give active service within the hospital as well. 
She will find library work very satisfying—it is 
definite, constructive, and interesting. It will also 
enrich her work on the committee, as she will 
learn much through observation during her many 
hours spent on the wards. This active service in 
the hospital gives the committee member an op- 
portunity for broader understanding of the hos- 
pitals’ problems and the patients’ needs than 
could frequently be obtained from reports pre- 
sented at committee meetings. 


One board member who has been a volunteer 
librarian in a New York hospital for many years 
says: “All our lives in this over stimulating city 
we tend to lose balance and become strained and 
out of proportion. To escape into the well or- 
dered hospital and work with those who have ded- 
icated themselves to hospital service gives us a 
sense of release.” 


The Patients’ Desire for Good Reading 


Many patients isolated from their normal, ev- 
eryday life and catapulted into the strange world 
of the hospital need books of reassurance. They 
face loneliness, fear, and pain; often a book makes 
them feel less lonely and afraid and, as it in- 
creases their objectivity their courage returns. 


Sickness can be a time for mental and spiritual 
growth; some patients develop hitherto unknown 
talents with the help and encouragement of the 
librarian; especially with the long term patients 
new interests can be developed, old interests re- 
vived. Many patients with months of inactivity 
ahead of them have become interested in a new 
trade. Some realize that after certain illnesses 
or operations they cannot return to their old oc- 





cupations and the skillful librarian can help in- 
terest them in others. 


The Widening Variety of Requests for Books 


At one tuberculosis hospital the patients asked 
for text books on many different subjects—engi- 
neering, poultry raising, short story writing, art, 
etc. The librarian, unable to fill all these requests 
from her own shelves, obtained the books from 
the Public Library. 


In one general hospital the volunteers received 
a request for books on dress designing. It de- 
veloped in conversation that the patient was a 
dress maker who had always longed to study de- 
signing but had never had time to spare. Her 
time in bed was spent very happily poring over 
the books. Naturally, in a general hospital there 
is not as much time to read for educational pur- 
poses and so requests of this kind are not fre- 
quent. 


However, even in a general hospital many pa- 
tients dragging through a long, tedious conva- 
lescent period are often very bored and begin to 
feel useless; family and friends are not as atten- 
tive as formerly, now the worst danger is past. 
They are apt to dwell with concern on their con- 
dition and home worries. The librarian gives 
them a chance to think of new and stimulating 
things, they read of other countries, other times. 
A window has been opened and new and fresh 
thoughts sweep through their minds. 


The hospital library has become an integral 
part of the splendid work done in the hospitals 
in our country and has contributed its share in 
building up and maintaining a healthy, sane so- 
ciety; in helping keep up the morale of the sick 
it has become a vital part of the defense of our 
country. 





Save Your Wastepaper 

The Office of Price Administration, Washing- 
ton, D. C., is very much interested in the conserva- 
tion of wastepaper. By wastepaper they mean 
old newspapers, corrugated boxes, old magazines 
and wastebasket paper. All of this material has 
become a vital defense commodity because it is 
turned into the paperboard containers used to 
ship almost all defense goods. 


In addition to making an important contribu- 
tion to the conservation of resources for defense, 
hospitals may realize a considerable income from 
the saving and sale of wastepaper. The destruc- 
tion of wastepaper is not only wasteful but is 
unpatriotic as well as poor business policy. This 
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is only one of the many items which hospitals 
can save, not only to their own advantage but as 
a sizeable contribution to national defense. 





Guy M. Hanner Goes to Desert 
Sanatorium 


Guy M. Hanner, after twenty-one years as 
superintendent of the Beth-E] General Hospital, 
Colorado Springs, Colorado, resigned to accept the 
position of administrator of the Desert Sana- 
torium of Southern Arizona, Tucson, Arizona. 
Mrs. Irene Snyder has been appointed acting su- 
perintendent of the Beth-E] General Hospital to 
succeed Mr. Hanner. 
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Hospital Shops 


MRS. JOSEPH T. 


HE “hospital shop” has been long established 
Ti: many communities—is a new venture in 
others, and just “an idea” in a great many. 
Just why are these shops playing such an im- 
portant part in hospitals? To what is their con- 
tinued success and ever increasing development 
attributable? The majority of shops are a proj- 
ect of the auxiliaries, and in almost all cases con- 
trolled and operated by a board appointed by 
them. The manager or paid worker is selected 
by the shop committee, and is directly responsible 
to them for the result of the undertaking. From 
the auxiliaries, also, come many of the volunteers 
who work in the shop. 


Need for the Hospital Shop 


Other auxiliary activities hold prominent parts 
in the volunteer service which is done every day 
of each year, but the hospital shop has a place 
all its own and offers so many varied and diversi- 
fied interests that its appeal is great and reaches 
many more groups. Its importance to the hos- 
pital must not be minimized. A hospital needs a 
shop—the auxiliaries have the interest, the abil- 
ity, and the workers with which to start and 
operate a shop, therefore, it is of benefit to all. It 
may be said without the slightest exaggeration, 
that, wherever a hospital shop is functioning in 
the proper manner, it is unanimouly approved by 
everyone from the trustees right down the line. 
And it has been said unnumbered times—“How 
did we ever get along without one?” Even if the 
profits were negligible, which, of course, they are 
not, the service rendered is something no hospital 
should be without. 


Service the First Function of the Hospital Shop 


The first and foremost function of a hospital 
shop is service. Service to everyone. Through 
its door, each day, pass a surprisingly great num- 
ber of people—who should and do go out, re- 
freshed, both mentally and physically. Some- 
times the troubled spirit seeks an outlet in speech, 
sometimes in silence, and a moment’s relaxation 
from strain. Whatever may be this need, it is 
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simply and graciously gratified by those in charge. 
These shops serve the patients, their families and 
friends, the staff, and all of the hospital person- 
nel, and give unsparingly to those in want of 
cheer and comfort, all of which makes them a 
place apart in the busy, antiseptic world of an 
average institution. 


Many a surgical problem has been deliberated 
and diagnosed over these tables, and many an im- 
portant lay conference held within these walls. 
As those who serve are trained not to listen when 
serious matters are discussed, and are, in honor 
bound never to repeat anything they do hear, all 
problems under consideration in the shop are safe, 
and often more easily solved during these wel- 
come rest periods. 


The Hospital Shop and Public Relations 


Another service is publicity directly derived 
by the hospital. Where no advertising is ever 
even thought about, a shop can do much in cre- 
ating interest among people in the locality. Often 
a well-managed and successful shop brings per- 
sons from far afield, and when there, they nat- 
urally become interested in the hospital itself. 
In this way it follows—the more a shop is talked 
about the more the hospital is before the public. 


There are many other services of equal value. 
There is, however, one outstanding example which 
seems interesting. This is the shopping service 
—especially for doctors, and especially at Christ- 
mas. These busy men, who carry so many of 
other people’s burdens, are helped to a fuller en- 
joyment of the holiday season by a quick and 
efficient selection of gifts, unusual, well chosen, 
properly priced. Where this service is installed, 
it starts to function as early as October and con- 
tinues up to the zero hour on Christmas Eve. A 
detailed account of this is impossible, but a doc- 
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tor, hurried and harassed to the breaking point, 
or any other busy person, can complete his entire 
Christmas list in less than half an hour, with 
nothing left to do but write his name on the gay 
bundles, wraped and tagged to order. 


Financial Returns of the Shop 


Second to service comes the financial aid a hos- 
pital shop can render. All shops, providing they 
are well directed, are profit making, and this 
money, turned back to the hospital each year, is 
of great benefit. The expenditure of the shop 
profits is carefully worked out, usually by the 
women’s auxiliary and the shop committee, and 
allocated to the biggest need. With what a spirit 
of pride and pleasure—not to say satisfaction— 
is this money turned over. It is a great and glori- 
ous moment in the life of any shop. 


There is considerable difference in shops—city 
and suburban. The location of the hospital, its 
situation in relationship to a town or city, and 
other stores or restaurants, is the deciding factor 
as to what is to be important in that particular 
shop. There is, and always will be, a demand in 
every hospital, be it large or small, but before 
opening, the situation must be seriously and sen- 
sibly studied in order that the shop may be the 
means of supply. 


The city shop is necessarily more complicated, 
the menus and meals more elaborate, the gifts 
with a wider price range and even the choice of 
cigars, cigarettes, and candy in larger varieties. 
The selection of foods to be served depends on 
the accessibility of the hospital to other tea rooms 
or restaurants, but even where a more or less 
extensive menu is planned, it is wiser to simplify 
as much as possible. 


Hospital Shops Not Commercial 


Wherever the location, there must never be the 
least hint of the commercial—no slightest re- 
semblance to the corner drug store, or likeness to 
the little “tea shoppe” in the next block. The 
atmosphere must be a pleasing combination of 
things that appeal to both sexes, a quietness, a 
gracious hospitality, and always a welcome for all. 


A careful plan of the physical aspects, the man- 
agement, and the demand of the particular loca- 
tion well worked out, is essential, long before the 
shop becomes anything but an idea or long cher- 
ished dream. Often there are hazards to be over- 
come, which,in some cases, have taken years of 
discussion and months of ironing out, before even 
the advisability of having a shop is admitted by 
“the powers that be.” Granted, however, that 
these preliminaries have been successfully com- 
pleted, then, and then only can the real work 
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begin. Many are the snares and pitfalls await- 
ing an enthusiastic, over anxious committee, but, 
as always, profit can be had from another’s ex- 
perience. Now, with so many shops successfully 
in full swing, errors may be cut to the minimum, 
and advancement made in leaps and bounds to 
heights hitherto undreamed of, even by the most 
optimistic sponsors. 


The less complicated system of management 
and operation a shop installs in the very begin- 
ning, and continues to follow, even after big in- 
creases in development makes for more profit and 
a smoother running business. 


Selection of the Manager 


In any shop, large or small, city or suburban 
—the selection of a manager is of paramount im- 
portance, for, upon her rests the responsibility, 
in the final analysis, for the success or failure of 
this venture. She should be a business woman 
with food experience, merchandising ability, and 
an understandinng of simple bookkeeping, but 
above all a pleasing personality—pleasing to her 
auxiliary, her shop committee, and pleasing to the 
public. 


The important part played by volunteers from 
the inception of the first idea for starting a shop, 
and the dependence of the shops upon these work- 
ers for their ultimate success and continuance, is 
something very special and apart. Let no one 
be deluded with any mistaken idea that the shops 
do not mean hard work for all those connected 
with them, or that the mere fact of having 
equipped, stocked, and planned for one is the end 
of all endeavor. 


Naturally, the manager is responsible for the 
major part of the detail and operation, but as 
the majority of shops only need and can only af- 
ford one trained paid worker with an assistant, 
perhaps, for the evening business, much depends 
on the efficiency and cooperation of the shop com- 
mittee and its working volunteers. No manager 
can possibly take care of everything singlehanded, 
and, though she is on call at all times for guid- 
ance, advice, and leadership, she must neces- 
sarily depend frequently on these women for 
much of the actual work. To the volunteers, who 
give so much of their time, thought, and energy, 
goes a great deal of the credit for many a suc- 
cessful shop. To them the highest tribute should 
be paid, for each and every one has an important 
part in this work. 


A simple but satisfying menu is completely 
adequate and a clever manager can so vary it that 
it appeals to everyone. Good food, appetizingly 


served, and inexpensively priced is bound to show 
a substantial profit. 


Should this not be the case 
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a systematic survey of the inventory plus a more 
or less extensive study of the garbage pails, will 
soon discover the shortage. 


It takes imagination to plan a menu with a 
strong appeal to both men and women, but it 
takes something more to prepare and serve food 
which will tempt the anxious, worried family, 
awaiting the outcome of a major operation, or the 
prospective young father, wondering what it is 
all about anyway, and whether, after all, it might 
really be twins. 


This is food service not found in any other tea 
room or coffee shop the world around, and it takes 
a technique all its own. If food so served is ac- 
companied by a smile or a simple word of encour- 
agement to the heart-sick and highly nervous 
patron, the service for which these hospital shops 
stand will be most amply sustained. 


The Gift Shop 


Gifts ranging from 50 cents to $1.00 are the 
best sellers. Potential purchasers are, for the 
most part, hospital personnel, whose income is 
small, but whose propensity for gift buying is 
large. These are great gift buying people. A 
certain amount of merchandise in the higher 
brackets, for wedding presents, bridge prizes, and 
for doctors and auxiliary members, should in- 
clude an unusual and unique selection. A quick 
turnover in gifts is essential for profit making. 
No stock, however attractive to start with, which 
remains long on the shelves has any sort of ap- 
peal; and a few articles that become unsaleable, 
through soilage, breakage, or improper display- 
ing, may easily destroy the profit on many. Cer- 


tain standard stock is sure to sell in all shops, re- 
gardless of size or location. A more varied selec- 
tion of gifts is dependent on situation and size 
of hospital, size of shop, and the probable source 
of other customers. 


Complete and accurate inventories must be 
taken monthly, for the only way to ascertain a 
true picture of the shop’s profit or loss, is again 
by these inventories. Bookkeeping there must 
be, of course, but of the simplest variety, easily 
understandable by even the inexperienced. A 
hospital shop must be as efficiently managed and 
conducted as any other well regulated business. 


It would be, perhaps, impossible to put your 
finger on the ideal shop—there are few ideals that 
are actually attainable—but they are all continu- 
ally striving for improvement and the nearest 
possible approach to perfection. The amount of 
work involved in creating and sustaining the best 
of shops is as nothing in comparison with the 
satisfaction of a job well done and so extremely 
worth while. Wherever these shops may be, they 
speak for themselves—no mere words can pos- 
sibly convey the benefits to be realized and the 
priceless rewards of accomplishment, so— 


No matter if the idea is met with antag- 
onism when first presented— 

No matter how small a beginning is neces- 
sary— 

No matter to what space you may be lim- 
ited— 

No matter what your problems or difficul- 
ties— 

START A SHOP. 











Fame and a substantial award await an Amer- 
ican artist who submits the winning poster, 
which in the opinion of the judges best typifies 
the service of the modern health center—the hos- 
pital of today. There are no restrictions on art- 
ists, any one may enter and submit as many pos- 
ter designs as he wishes. Work may be in any 
of the mediums, water color, oils, pen and ink, 
wash and relief. The prizes are: $200 for first 
prize-winning entry, and three honorable mention 
awards of $50 each. 


The Committee of Judges will be announced 
later and will include competent authorities in 
the modern art world. 


The National Hospital Day Committee will ac- 
cept the selected work as its official poster, and 
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National Hospital Day Committee Announces Art Competition 
for Hospital Day Posters 





the winning artist will see his handiwork repro- 
duced throughout the Nation on National Hos- 
pital Day, May 12. The closing date for entries 
will be March 20, 1942; announcement of the win- 
ning posters will be made March 30, and the prizes 
will be mailed immediately. 


Artists are asked to write for details and entry 
blanks. No purchase is required, the entry blanks 
are merely to assure identification so that re- 
turn of non-winning entries may be expedited. 


Address ali inquiries to the National Hospital 
Day Committee, American Hospital Association, 
18 East Division Street, Chicago, Illinois. 


Hospital administrators and trustees are asked 
to bring this notice to the attention of artists and 
art schools in their vicinity. 
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Volunteer Worker in Occupational Therapy 


MRS. HAROLD M. LEHMAN 


with an unprecedented opportunity for use- 

ful service. With American industry work- 
ing at full blast to supply us with the materials 
for defense, with 1,500,000 young men removed 
from civilian life and normal employment oppor- 
tunities, with an increasing number of doctors 
and nurses called for active military duty, the 
volunteer worker must be counted on, more and 
more, to help maintain high standards of hospital 
care. 


Tos volunteer hospital worker is faced today 


Particularly is this true in the field of occupa- 
tional therapy. In the fight for health waged by 
the patient in a hospital, occupational therapy 
acts as the propaganda and morale-building di- 
vision of the army of medicine. The term occu- 
pational therapy itself covers a wide range of 
activity. It is, in fact, “anything supplementing 
medical and surgical care which contributes to 
the cure of the patient” and is a natural outcome 
of medical social service. 


The modern hospital no longer regards itself 
as a mechanical repair shop for broken-down hu- 
manity. It recognizes that the patient is not a 
machine, but a person; that skilled mechanical 
tinkering alone will not put him back in good 
working order. Rather, the will to get well must 
be fostered, along with removing the cause of 
illness. 


It is only natural that the major emphasis in 
any hospital be laid on scientific medical and sur- 
gical care, for here the training and profssional 
skill of the hospital staff can be used to best ad- 
vantage. As a result, medical and surgical care 
have strong nursing support from full-time work- 
ers. For the rest (hospital budgets being what 
they are), everything else must be left to other 
full-time, part-time, and volunteer workers. 


Contribution of Volunteer Worker in 
Occupational Therapy 


How can the volunteer worker in occupational 
therapy best make her contribution to the care 
of the patient? Occupational therapy itself, when 
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intelligently directed, is easily adapted to the 
needs of the individual patient. There is, for 
example, “straight” occupational therapy work 
which will keep the patient’s mind as well as his 
hands occupied. It includes sewing, knitting, arts 
and crafts and typing. Then there is recreational 
therapy work, whose main value is to divert the 
patient’s attention from his illness. Under this 
heading would come concerts, movies, radio, 
games, theatricals and reading. By means of an 
increased library service, many gains have been 
observed. At our Country Sanatorium a library 
truck travels weekly to the patients’ bedside. 
Through the active interest of the librarian, apa- 
they has been overcome, and now 1400 volumes 
circulate among the 230 patients. At Montefiore 
Hospital 8000 books are in the care of the occu- 
pational therapy department. Not only has in- 
terest in reading grown, but also a pride in the 
care of the books and of the library. 


Productive Therapy 


There is also therapy which gives to the pa- 
tient the avocations and interests to which he is 
accustomed during normal healthy life, such as 
music or stamp collecting. On a broader scale is 
therapy which is wholly or partially productive, 
in line with the patient’s employment opportu- 
nities during health—sewing, weaving, carpenter 
work, bookbinding and printing. One splendid 
example of this is provided by the sheltered work- 
shop of the Altro Workshops, where tuberculous 
patients are admitted and paid prevailing wages 
after hospital discharge. Here they are under 
medical supervision. They start working two 
hours a day and as their health improves their 
working time is gradually increased, until they 
are able to work full-time in a competitive world. 
At Altro they are also taught how to conserve 
their strength and how to avoid relapses. 





Rehabilitation Therapy 


And finally, there is rehabilitatioa therapy. 
Here a patient’s qualifications are determined by 
scientific tests and an effort is made to guide him 
in the direction of a career or pursuit which he 
can follow on leaving the hospital, due account 
being taken of his physical weakness or disability. 


In this wide range of occupational therapy ac- 
tivity there are unlimited opportunities for every 
volunteer worker. The volunteer may be assured 
that the work is constructive, for it has been 
proved recently that occupational therapy is not 
merely a temporary diversion, but a most im- 
portant contribution toward permanent cures. 


Occupational Therapy a Woman’s Field 


Doctors have limited time at their disposal for 
voluntary service in the hospital ward. Their 
time and energy should be conserved for the more 
immediate “must” items of medical and surgical 
care which depend on long years of preparation 
and study, and which they alone are qualified to 
render. But the volunteer worker, particularly 
the volunteer woman worker, with time at her 
disposal and an abiding interest in the sick, is 
ideally suited to carry on a hospital program of 
occupational therapy. Occupational therapy in 
all its branches is particularly a woman’s field. 
Men rarely have the interest of patience to carry 
through an occupational therapy program. The 
men do their share in medicine and surgery and 
deserve the help of the woman volunteer. An 
added advantage for the woman in this field 
is the need for and opportunities for, the use 
of initiative in order to achieve success. She it is 
who can bring with her deep and sincere sym- 
pathy, a sympathy aimed at helping the patient 
help himself, rather than making him feel sorry 
for himself. She will have the ability to win the 
confidence of the patient and be able to direct his 
energies into the most appropriate channels. Hers 
will be an intelligent understanding of the prob- 
lems of occupational therapy in each individual 
case. And to that understanding she will add a 
willingness to cooperate; a tactful approach; 
an interest in the work; and a readiness to give 
of her time and her energy. 


Her specific contribution to the patient’s recov- 
ery can well begin in the admitting office, when 
the patient arrives. Here she will find her best 
opportunity for a successful approach to the con- 
fidence of the patient. Here she will be able to 
get his case history, catch a verbal glimpse of his 
background, family environment, and interests. 


And, in cooperation with the medical personnel of - 


the hospital, she will be able to determine the 
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form of occupational therapy most beneficial to 
the patient when he is ready to undertake it. 


Constructive Role of the Occupational Therapist 


Working alone, or with a trained professional 
occupational therapist, the volunteer has a con- 
structive role to play. She will discover talents 
and help to develop them after discovery. She 
will bring new ideas and new suggestions to her 
co-workers. And she will help the patient to in- 
terpret the work that has been assigned to him 
in occupational therapy. Emphasis has changed 
in recent years. Formerly, the height of achieve- 
ment in occupational therapy was demonstrated 
by annual sales of goods by the patients, regard- 
less of the fact that they were more or less forced 
to produce things which might not, and often did 
not, interest them in any way or contribute to- 
ward the return of their health. Now a sale may 
be held if it so happens that salable articles are 
in stock, but no effort is made to acquire such a 
supply. As a rule the patients prefer—and are 
encouraged—to make non-salable products or to 
study photography or other trades instead. 


Varied Occupational Therapy Projects 


I should like to mention here one of the occu- 
pational therapy projects which we introduced at 
Montefiore Hospital for Chronic Diseases not 
long ago. While we lay no claim to originality, 
I do feel that it provides a concrete example of 
the way such therapy can contribute to patient 
welfare. 


As you know, Montefiore is a voluntary hospital 
unique in its field. It is devoted solely to the care 
and treatment of chronic patients, whose average 
stay in the hospital is about six months. Occu- 
pational therapy is particularly important in the 
case of the patient hospitalized for any extended 
period of time, for it keeps alive the will to get 
well and keeps the patient from brooding over 
his physical handicaps. In addition to its morale- 
building and psychological advantages, it serves 
still another therapeutic purpose at Montefiore. 
On medical prescription, specific patients are 
assigned to projects which will help them develop 
ailing muscles, limbs, and joints. Our department 
is well established, with volunteer workers co- 
operating with the professional staff therapists. 


About a year ago, when interest in war relief 
work was growing rapidly, we got the idea of in- 
stituting a Red Cross sewing project to which 
patients could volunteer their services. Our doc- 
tors heartily favored the plan. They pointed out 
that such Red Cross activity would serve a whole- 
some purpose. It would strengthen the patient’s 
feeling that he was a part of the world about him, 
and, equally important, it would give the ward 
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charity patient an opportunity to help someone 
less fortunate than himself. The response from 
the patients was equally enthusiastic. One hun- 
dred and twenty patients volunteered to sew, knit, 
and make clothing for war refugees, all according 
to. Red Cross specifications. Some of our volun- 
teer workers went to Red Cross headquarters and 
learned how the work was done. Others arranged 
for the Red Cross and other organizations to sup- 
ply the patients with materials. The hospital de- 
voted a room, equipped with four sewing ma- 
chines, to Red Cross work. Now, after a year, 
our 120 patients—about one-eighth of our hos- 
pital patient population—have turned out 1500 
articles of clothing, representing 5128 hours of 
careful, painstaking work. 


Our interest, in this instance, as in others, is 
not in turning out articles that could be sold in 
the open market for a cash return to the hospital, 
but in keeping the patients constructively busy in 
a way that would promote their morale and well- 
being. 

Vocational Therapy Projects 


At our Country Sanatorium for tuberculous pa- 
tients, this spirit has been carried even further 
through an extensive rehabilitation program. We 
try to determine what line of work each patient 
can be trained to follow when he is discharged 
from the hospital. With the aid of volunteers, 
classes have already been instituted in photog- 
raphy, bookkeeping, shorthand, bookbinding and 
watch-making. To my mind, rehabilitation is the 
highest aim of occupational therapy, giving the 
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worker—whether professional or volunteer— 
something for which to live. It is a cross between 
physical therapy and psychotherapy, accomplish- 
ing both results at one stroke. It seeks to adjust 
the patient, both physically and mentally, to his 
changed condition, and train him for a useful life 
despite his disability. Certainly, this is a field in 
which the volunteer has an opportunity to make 
a contribution to the recovery of the patient sec- 
ond only to that of the doctor. 


Occupational therapy is today a recognized 
phase of medical treatment. The next few years 
will see a growing and urgent need for the serv- 
ices of additional volunteers. I should like to sug- 
gest for your consideration the idea of establish- 
ing a central bureau as a sort of clearing house 
for volunteer workers in occupational therapy. 
Such a bureau could serve as a headquarters for 
information on the subject; could establish a 
“code of ethics” and outline the duties of the vol- 
unteer; could serve as a central registry for all 
volunteer workers. The logical headquarters of 
the bureau might well be in the larger cities such 
as New York, where the United Hospital Fund 
might undertake to provide the sponsoring au- 
spices. Cooperative effort in hospital administra- 
tion has worked successfully in other fields— 
notably in the group purchasing of hospital sup- 
plies. It should work equally well in the case 
of the volunteer worker in occupational therapy, 
granting her the recognition she has earned, and 
providing her with new opportunities for better 
serving the community. 





Dean Conley New Executive Secretary of American College 
of Hospital Administrators 


January, 1942 


Dean Conley, business manager of the Students’ 
Health Service at the University of Minnesota 
and associated with the University of Minnesota 
Hospitals since 1931, has been appointed execu- 
tive secretary of the American College of Hos- 
pital Administrators, effective January 1, 1942. 


Mr. Conley has participated actively in the or- 
ganization of the Students’ Health Service and 
has been in charge of the construction of the new 
Students’ Health Hospital. He has also attended 
several institutes for hospital administrators 
throughout the United States and has served as 
lecturer at those offered at the University of Min- 
nesota. 


Mr. Conley succeeds Gerhard Hartman, who 
becomes administrator of Newton Hospital in 
Newton Lower Falls, Massachusetts, on January 
1, 1942. 





Municipalities and Voluntary Hospitals Cooperate 
in Care of the Indigent Patient 


J. DEWEY LUTES 


tween the municipalities and the voluntary 

hospitals in the care of the indigent sick, I 
could discuss the forms of cooperation that exist 
for this purpose, or I might discuss the lack of 
cooperation in this vital need. I prefer, however, 
to present for your consideration a plan that has 
not yet been tried. 


l’ PRESENTING the subject of cooperation be- 


Perhaps this plan borders too closely on that 
happy land of Utopia for hope of rapid realiza- 
tion. All the moves toward Utopia man has ever 
made have excited keen-edged discussion and 
brought forth vociferous differences of opinion. 
Insofar as men use their intellects, this is good, 
but sometimes the opposition arises in the emo- 
tions, excited by ulterior motives that we our- 
selves frequently do not realize or recognize. This, 
perhaps, is why Utopia, in any aspect of our ex- 
istence, remains so far distant. Be that as it 
may, as long as mortal men inhabit this orb they 
will continue their efforts toward a realization of 
the ideal. 


Three Premises 


The plan I shall present is one that aims toward 
complete cooperation, having as our basic con- 
sideration the care of the patient. May I ask 
you to bear in mind the following three premises: 


1 Hospital administration should be primar- 
ily concerned with the standards of service 
to patients as they relate to adequacy, 
quality, and end results. 


2 Financial expense for the care of the indi- 
gent patient should be the responsibility of 
government. 


3 The care of indigent patients should be sus- 
tained on a non-sectarian and non-political 
basis to assure complete impartiality in 
treatment and freedom from other influ- 


ences. 


Although we may not be in complete accord 
with the second premise, for my purpose it will 
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stand, together with the other two, as basic in 
this discussion. Let me emphasize, however, that 
I said “financial expense for the care of the indi- 
gent patient should be the responsibility of gov- 
ernment.” I did not say “the determination and 
operation of a system to render such care to the 
indigent patient should be the responsibility of 
government.” 


Haphazard Policies of Municipal Cooperation in 
Care of the Indigent 


As the situation exists today, municipal co- 
operation with the voluntary hospitals in the 
care of the indigent is extremely haphazard, being 
derived from various sources and having innu- 
merable methods and systems of application, so 
much so, that this class of patient finds himself at 
the mercy of a chaotic condition, that presents 
no uniformity or certainty of care. 


Although indigent, he is still a human being. 
The care that such patients receive in illness 
should meet the highest available standards of 
medical and hospital practice. This care should 
not vary with the different municipalities but 
should be uniform in system and application 
throughout our country. 


Causes of the Present Chaos 


The present chaos is primarily due to the vast 
number of sources from and through which the 
indigent patient receives care. These sources 
comprise political and non-political interests; pub- 
lic and private enterprises; sectarian and non- 
sectarian orders; municipal and voluntary hospi- 
tals; and cooperating voluntary welfare boards 
too numerous to recount. Thus we see that the 
existing machinery is too intricate and unwieldy 
to permit an efficient system to function. It pre- 
sents a set-up that complicates care to the indi- 
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gent. It is true that in a few municipalities in 
the United States excellent care is being given— 
care that is controlled by able and busines-like 
methods of application, but this is not true of the 
majority. Invariably, too many interests di- 
rected toward a single goal, such as care to the 
indigent, become stumbling blocks in the path of 
progress. Energies and benefits are dissipated 
except the authority for directing them is cen- 
tralized and definite. Seldom, especially in large 
urban centers, is the responsibility for procuring 
or rendering hospital and dispensary care to the 
indigent vested in one agency. Let us, then, 
consider how the present picture would change if 
the financial expense for the care of all indigent 
patients were included in the budgets of our mu- 
nicipal governments. 


Survey of Facilities in Voluntary Hospitals 
First Step 


The first step would then be to survey the 
municipalities for the ratio of available beds and 
facilities within the voluntary hospitals to the 
number of indigent within the given communi- 
ties, so as to apportion the load fairly over the 
entire municipalities. We appreciate that the 
number of indigents needing hospital and medi- 
eal care will fluctuate to a marked extent from 
time to time. It is seldom static. Economic con- 
ditions are the main factors that measure the 
quantity of care to be rendered at any time. Ex- 
perience during the latest depression very clearly 
demonstrated the distance between the hills and 
valleys in such a graph. However, the total pa- 
tients, indigent or otherwise, in a given com- 
munity will average about the same. When the 
demand for indigent care is at its peak, during 
abnormal economic eras, the demand for care for 
the pay patient is proportionately less so that a 
certain balance in occupancy is maintained and 
from this aspect there would be no need for ad- 
ditional hospital beds. Here, of course, adjust- 
ments would have to be made in hospital facili- 
ties but in this all voluntary hospitals would be 
willing to cooperate. 


The Second Step 


Governing boards or commissions would have 
to be set up within each municipality to control 
the expenditure of funds. These boards would 
be carefully chosen to comprise men and women 
from civic organizations such as the Woman’s 
Club, Rotary, and such public-spirited groups, to 
assure the right interest and to divorce indigent 
care entirely from politics—that great deceiver, 
which, in our present system, may use the issue 
for a political football to cover greed and ulterior 
motives. 
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The Third Step 


The method of control of indigent cases would 
be uniform in all municipalities. This would as- 
sist in simplifying the matter of standardizing 
records whereby the service to indigents could be 
evaluated. Under this system, social service de- 
partments would be removed from ‘hospitals and 
comprise, perhaps, large social service centers at 
strategic points that would supply and control 
workers for the outlying districts in proportion to 
the needs. The facilities provided for such con- 
trol would be sufficient to care for all demands 
with dispatch but the service would be so con- 
ducted as to assure economy and the fair ex- 
penditure of funds. 


Effect of the Plan on Municipal Hospitals and 
Welfare Agencies 


Let us now assume that the foregoing has been 
achieved as outlined. Sufficient funds and all 
necessary facilities are available and the plan is 
in operation. Let us see how such a plan would 
affect municipal hospitals, and all those agencies 
that formerly had provided a certain sum in their 
budgets for this care: 


1 Municipal hospital facilities, freed from 
the care of the general type of patient, 
would be available for the special types, 
such as tuberculous and mental patients. 
This, in a large measure, would relieve the 
shortage of facilities for this special type 
of care that now confronts us. 


The various social agencies now providing 
a certain sum for care of the indigent sick 
would be freed from this burden and could 
turn their efforts toward a broadened pro- 
gram in other social work in which they 
are now engaged and for which there is 
unlimited need. 


General voluntary hospitals would no longer 
require endowment funds to enable them 
to care for their indigent sick, which would 
permit the governing boards to concen- 
trate their time and efforts upon obtaining 
endowments for research and educational 
purposes. Ultimately, we could hope to see 
such a sizable item as nursing education 
struck from the expense side of the hos- 
pital ledger. 


Eventually, under such a plan, the cost of pa- 
tient care would be the only factor that would 
influence or regulate the expense of hospitaliza- 
tion to the patient. The pernicious and unrea- 
sonable habit of making the well-to-do patient 
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pay for the indigent patient would be rightfully 
supplanted by making the whole community carry 
the burden and we would be enabled to lower, or 
at least prevent further increases (that we can 
safely predict) in the cost of hospital care. This 
would place the cost of operation of voluntary 
hospitals on a rational, comparative basis. 


Reimbursing the Hospital for Care of Indigent 


Since city and county general hospitals are the 
exception, not the rule, we have another reason 
why something definite must be done to recom- 
pense voluntary hospitals for their care of the 
indigent patient. Statistics* show that there 
are 483 registered general hospitals operated by 
city or county governments, as against a total of 
4356 registered general hospitals, and that these 
488 are located in only about 400 of the 3073 
counties in the United States. A substantial pro- 
portion of these city and county hospitals are in 
the larger communities of over 100,000 popula- 
tion, which means that, outside of the larger cen- 
ters, voluntary hospitals have been and are re- 
sponsible for the greater part of the hospital care 
for the medically needy. 


Endowments have shown a steady shrinkage 
in past years. The business end of any hospital 
cannot be run on such uncertain revenue as, this 
source of income represents. 


Necessary Changes and Adjustments 


Of course, voluntary hospitals would have to 
make changes and adjustments, but I am con- 
vinced that we have come far enough on the road 
of mutual understanding today to assure a happy, 
willing cooperation in this respect. 


Under such a plan the indigent patient’s re- 
quest would no longer be denied or delayed, as 
so often happens now, and we must realize that 
they would receive better care than is usually 
possible in a municipal hospital, especially inso- 
far as they would have closer supervision by the 
attending physicians. 


Clinical Material for Teaching 


For years, the lack of abundant clinical mate- 
rial for teaching purposes in general voluntary 


*HOSPITALS, April, 1941, “The Problem of Financing Care 
for the Indigent,” by Arnold F. Emch, Ph.D. 


hospitals has been bemoaned. Under this sys- 
tem, since dispensaries would become a definite 
part of those hospitals whose demands were suf- 
ficiently great to merit them, a definite increase 
in teaching and research would result. There is 
no knowing what impetus such a program would 
give to medicine since the attending physicians 
on the staffs of the voluntary hospitals would 
have access to a greater number of patients than 
they now have. 


Frequently, also, these are the type of patients 
who have unusual or far advanced pathological 
conditions that present clearer pictures from a 
standpoint of scientific study and interest. For 
this reason, also, the teaching service available 
to interns and residents would, in almost all in- 
stances, be greatly improved and some of the at- 
traction now mainly centered in hospitals affili- 
ated with teaching centers would be diverted to 
other hospitals that could meet the challenge and 
merit attention. This, in turn, would have the 
effect of making student-teacher contacts more 
personalized and more closely supervised, which 
would be of immense benefit to young medical 
students. 


Recognized need for improvements in our in- 
tern teaching program is a present major concern 
of the American Medical Association. The sys- 
tem of care for the indigent proposed here would 
set up the machinery for the fulfillment of their 
objective. 


Likewise, the young physician commencing his 
practice would develop greater ability at an ear- 
lier age than the experience his private practice 
alone could afford him. From all this it follows 
as a logical sequence that better care to the sick 
of all communities at large would result from this 
system. 


The time allotted does not permit more than 
a cursory glance at the opportunities inherent 
in the plan under discussion. Several aspects that 
would have far-reaching results have not been 
considered here at all, while others, more appar- 
ent, have been considered too briefly to reveal 
intrinsic values they embrace. The most one can 
hope to do in one session is to break ground and 
drop the seeds of new thought. If the seed is 
right, time and necessity are the elements that 
will cause it to fructify and eventually bear fruit. 





<> 


Hospitals are more appreciated today than ever before, doubtless be- 
cause the Nation, in mobilizing its resources for defense, has recognized 
the fundamental value of a high average of health. 


Irvin Abell, M.D. 
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Feasibility of a Full-Time Pharmacist in Hospitals 
of Less than 100 Beds 


I. T. REAMER 


HE practice of pharmacy as a profession sep- 
Toxet from medicine and surgery began in 
the middle of the Eighteenth century. At 
the same time we have a record of the beginning 
of hospital pharmacy. Kremers, in his “History 
of Pharmacy,” records the following information: 


“The first American record we have of the 
appointment of an individual apothecary to 
fill prescriptions other than his own or those 
of his preceptor, is to be found in the ‘Ac- 
count of the Pennsylvania Hospital, from Its 
Rise to the Beginning of the Fifth Month, 
called May 1754,’ written by Benjamin 
Franklin, then the clerk or secretary of the 
board of trustees of this institution. In this 
interesting account we find the following 
paragraph: 


“The practitioners charitably supplied the 
medicines gratis till December 1752 when the 
managers having procured an assortment of 
drugs from London, opened an apothecary’s 
shop in the hospital; and it being found nec- 
‘essary appointed an apothecary to attend and 
make up the medicines daily, according to the 
prescriptions, with an allowance of fifteen 
pounds ($75) per annum for his care and 
trouble, he giving bond, with two sufficient 
sureties, for the faithful performance of his 
trust.’ 


“Jonathan Roberts, who was warmly rec- 
ommended by Dr. Thomas Bond, was ap- 
pointed as the first apothecary to the hos- 
pital, and served the institution faithfully 
and well until the spring of 1755, when he 
resigned to accept more remunerative em- 
ployment.” 


The growth of hospital pharmacy has not kept 
pace with other main branches of the profes- 
sion. Only during the past decade has organiza- 
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tion been effected to promote its growth. The 
schools of pharmacy are now giving separate 
courses in this branch of work, hospital admin- 
istrators have become awakened to the possibili- 
ties of increased service and economy; and the 
workers themselves have become organized. In- 
ternships are being offered in leading institu- 
tions to give additional training to the men and 
women interested in gaining hospital positions. 


The American College of Surgeons, in adopting 
minimum standards for pharmacies in hospitals, 
states that the hospital shall have pharmaceutical 
service: “(1) the full or part-time of a graduate 
registered pharmacist, or (2) pharmaceutical 
service from an approved nearby pharmacy.” 


How the Pharmacist Serves the Hospital 


It would be entirely unfair to evaluate the feas- 
ibility of a full-time pharmacist solely on the 
basis of financial saving involved. It is robbing 
the nursing division of valuable service if nurs- 
ing personnel is diverted from nursing duties to 
the supervision of drug supplies. On the basis 
of training alone, who besides a pharmacist is 
really qualified to purchase and dispense drugs, 
fill and label containers sent to various locations, 
inspect drugs for deterioration periodically, han- 
dle narcotic supplies, supervise sterilization pro- 
cedures and give advice to doctors and nurses on 
drug problems. 


Solutions prepared with tax-free alcohol, oint- 
ments and creams, milk magnesia, lubricating 
jelly, laboratory stains and reagents can be pre- 
pared by the pharmacist in the hospital. It has 
proved practical in many institutions to maintain 
a clinic pharmacy. 
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The presence of a pharmacist in a hospital 
would undoubtedly encourage the physicians to 
use a more rational list of drugs. The economy 
which can be effected by the use of U. S. P. and 
N. F. preparations will amount to a considerable 
figure in treating 60 to 90 patients. The drug 
market has been flooded in recent years by a 
duplication of drug products. Almost all of the 
firms market their preparations under various 
trade names. Thiamin chloride is called Bex- 
taxin, Betalin S, Berocca, BeWon, vitamin Bl, 
Crysto Vibex—ascorbic acid is sold as Cevalin, 
Cevtamic Acid, vitamin C, and there are probably 
25 or more various B complex preparations. The 
same story is true of the estrogenic preparations 
available. 


Cost of Equipment and Inventory 


The equipment and inventory for a 100 bed 
hospital would amount to at least $5000. Salaries 
have increased since the official beginning of our 
profession in 1752 when $75 per year was the 
figure quoted. As revealed by a recent survey, 
the average salary for a hospital pharmacist now 
is approximately $147 per month. 


Drug Cost Per Patient Day 


The average cost per patient day in a general 
hospital for complete maintenance is approxi- 
mately $5. The drug cost varies from 3 per 
cent to 5 per cent or 15 cents to 25 cents per pa- 
tient day. In a 100 bed hospital we expect 80 
per cent bed occupancy, making a daily drug bill 
of $12 to $20. According to these figures, the 
annual drug bill would be from $4300 to $7200. 
A well trained pharmacist should be able to save 
3314 per cent of this total, making an annual sav- 
ing of approximately $1500 to $2600. 


The Hospital’s Annual Expenditure for Drugs 


We have tried to get figures from several hos- 
pitals of less than 100 bed capacity showing the 
total cost of drugs supplied for one year. Many 
of the hospitals could not furnish these figures. 
They have been furnishing routine drugs such as 
mineral oil, aspirin, phenobarbital, etc., while the 
more expensive items have been furnished by a 
drugstore and charged separately. One hospital, 
with an average daily census of 95 in 1940, did 
report that $7000 was spent for drugs and $1400 
of this amount was for dextrose and saline solu- 
tions. The comment made by the director of 
this hospital was: 


“Since the present emergency, due to the 
National Defense Program, we have endeav- 
ored to define ‘Nursing’ and in making this 
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definition we discover graduate nurse serv- 
ice being used for several other duties, leav- 
ing nursing inadequately covered. I do not 
believe it falls into the line of duty of a nurse 
to dispense drugs. It is my candid opinion 
that a 100 bed hospital should at least have 
a part time pharmacist whose time could 
easily be made full—if he is qualified as a 
laboratory technician. At the present the 
pharmacy supplies are handled here by my 
assistant, who is a graduate nurse.” 


Another superintendent, whose hospital had an 
average census of 150 in 1940, commented: 


“A registered nurse handles all of our drug 
supplies, special prescriptions are filled by 
outside druggists, operating room nurses pre- 
pare parenteral fluids, four technicians are 
employed. A full time pharmacist could be 
used—our present setup is usable but would 
be improved with a pharmacist in charge— 
think it would save hospital much expense.” 


A hospital with 110 beds in 1940 had a director 
who commented: 


“Our drugs are handled by a nurse under 
the superintendent of nurses, we employ four 
technicians. Our hospital is being enlarged 

‘to a capacity of 300 beds. When we get into 
our enlarged hospital I think that we shall 
employ a pharmacist—perhaps.” 


It is a significant fact that almost all of the 
smaller hospitals employ several technicians to do 
their laboratory work and then get by as best 
they can with nurses taking care of the pharma- 
ceutical duties. 


The Faults of Old System of Drug Handling 


This old fashioned system of handling drug 
supplies is not only dangerous for the patient, 
but it also increases the cost of medical care. In 
our own hospital of 600 beds we use an average 
of 100 liters of parenteral fluid daily. In the 
small hospital when commercial fluids are pur- 
chased a charge of $1.00 or more is usually made 
for each liter of fluid. If we charged that amount 
for our solutions and collected all of the charges 
we would receive more than enough money to 
pay for all the drugs used in the hospital. With 
solutions available at a lower cost the physicians 
would not hesitate to use the improved therapy 
and the patient would enjoy the lowered cost of 
medical care. 


The superintendent of a 100 bed hospital in our 
vicinity requested a survey of his hospital. He 
reported to me recently as follows: 
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“The advisability of employing a pharma- 
cist for full time or part time service in a 
small hospital has been discussed by hospital 
administrators for some time. Lincoln Hos- 
pital was undecided on this point until about 
two years ago when we employed a part time 
pharmacist. Up to that time the drug room 
was supervised by a graduate nurse with the 
resident physician making some of the solu- 
tions used in the hospital. 


“Through the cooperation of the pharma- 
cist and the medical staff, a formulary has 
been adopted by Lincoln Hospital standard- 
izing drugs and prescriptions. This has re- 
sulted in a reduction in the variety of drugs 
stocked and has simplified pharmacy pro- 
cedures. The adoption of a drug policy for 
the pharmacy has given our patients official 
and accepted medications and has eliminated 
high price proprietaries under fancy names. 


“The pharmacist also understands the value 
of quantity buying of certain drugs and he 
has advised the superintendent of savings 
that can be effected through this medium. 
He also keeps the superintendent advised 
against over-stocking of certain drugs which 
are liable to be discontinued by the medical 
staff. 


“All of our solutions are now being pre- 
pared by the pharmacist and we have saved a 
great deal as the result of this. The greatest 
savings have accrued through the prepara- 
tion of intravenous glucose solutions. In 
fact, the amount of saving which we have 
effected from the preparation of this solu- 
tion has almost doubled the amount of salary 
paid the pharmacist. In addition, we have 
had fewer reactions from the glucose pre- 
pared by our pharmacist than we had when 
we were purchasing glucose. 


“In view of the improved services to pa- 
tients and doctors and the saving effected, we 
feel that the small hospital is justified in 
having a pharmacist supervise its drug 
room.” 


Here are some facts relative to the current 
shortage of pharmacists in this country as re- 
lated by the editor of Drug Topics: 


“The retail drug field employs 105,000 
pharmacists. To maintain this present sta- 
tus a replacement factor should be approxi- 
mately 3 per cent or 3150 pharmacists. The 
number of graduates leaving the schools of 
pharmacy as pharmacists for the past few 
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years has been approximately 1600 per year. 
This means that for the past several years 
the number of graduates has been more than 
1000 less than the replacement figure. Only 
60 to 75 per cent of these people go into re- 
tail work. The rest are in demand by the 
manufacturing drug industry for technical, 
administrative and detail work. Hospitals 
are also reaching out for competent phar- 
macists.” 


Whether or not it is feasible to employ a full 
time pharmacist in the small hospital, I do not 
believe that administrators will be encouraged 
sufficiently to improve this division of hospital 
activity until the 150—200—250 bed hospitals im- 
prove their status. There is no question about 
the feasibility in employing full time pharmacists 
in hospitals of more than 100 beds, purely as a 
financial economy. One other big problem ahead 
is to encourage more high school graduates to 
enter the profession of pharmacy. Four years of 
college education and one or two years of ap- 
prenticeship places the pharmacist on a profes- 
sional parity with graduates of medicine and den- 
tistry. If the reward is the traditional long 
hours and low salaries there will be very little if 
any increased enrollment in the schools of phar- 
macy. Hospital pharmacy has progressed in the 
past ten years. In both large and small hospi- 
tals it has proved to be a practical sound program 
whose growth depends upon the encouragement 
given by the hospital administrator. Reasonable 
working hours and fair salaries will have a pro- 
nounced effect in influencing more and better 
pharmacists to turn to the branch of pharmacy 
now firmly established as hospital pharmacy. 


Summary and Conclusion 


The feasibility of a full-time pharmacist 
in a hospital of less than 100 beds can- 
not be accurately estimated unless a sur- 
vey be made for each institution involved. 


Parenteral fluid manufacture and the es- 
tablishment of a clinic pharmacy are the 
biggest factors controlling possible fianan- 
cial economy and profit. 


The present practice of having nurses and 
others supervise the pharmacy is to be con- 
demned where it is feasible to employ a 
pharmacist. 


A shortage of pharmacists is recognized. 


It is recommended that a committee be 
appointed to make a study: of the economy 
of a pharmacy department in hospitals of 
75 to 100 and 150 bed capacity. 





How Should the Small Hospital School of Nursing 
Be Fitted Into the Accrediting Program 


BERNICE E. ANDERSON, R.N. 


cult indeed if it were to be taken literally, 

for it seems to imply that the “small hospital 
school of nursing” does not properly belong in 
the accrediting program but that, through some 
Procrustean device, is to be fitted into it. If one 
reads through the published statement of the Na- 
tional League of Nursing Education in relation to 
its accrediting program, it is found that there are 
two fundamental bases upon which this program 
is to operate. First, and I quote from the State- 
ment of Policy for the Accreditation of Schools 
of Nursing—‘“a school of nursing will be judged 
for accreditment in terms of its stated purposes,” 
and second, it will be judged “upon the basis of 
the character and general excellence of the school 
as a whole.” All schedules and other materials 
used in the process of securing evidence regard- 
ing the schools of nursing to be studied, are based 
on these two tenets and the deliberations of the 
committee have always been conducted from this 
standpoint. 


Tes discussion of this subject would be diffi- 


The pattern maps prepared to accompany the 
reports sent to the schools that have been sur- 
veyed, give further evidence regarding the school 
as a whole in graphic form. In considering the 
total pattern, size takes its rightful place as only 
one of many factors in the total picture. A fur- 
ther problem implied in the subject under dis- 
cussion, that schools are to be “fitted into the ac- 
crediting program,” gives a wrong conception of 
the schools, the accrediting program and their 
relations to each other. 


The program of accrediting is a purely volun- 
tary one as far as schools of nursing are con- 
cerned. Those choosing to be studied are not 
“fitted into” the program but fall into natural re- 
lationship with each other. It is this relation- 
ship which assumes significance, since both indi- 
viduals and institutions exist in a world of rela- 
tivity in which each one is constantly changing 
position. The report and, particularly, the pat- 
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tern map aim to show the relationship of the in- 
dividual school to all other schools studied. 


All schools cannot be the best or the worst but 
in relation to each other they assume a rank, not 
so much as entities in themselves but within the 
66 areas pictured on the pattern map. Even the 
best school has its weaknesses and the weakest 
school its strengths. The knowledge of a strength 
may confirm the opinion of the school authorities 
that they have done well, while the revelation of 
a weakness in relation to other schools, may serve 
as an incentive for improvement, or, if need be, 
disturb the complacency of having overestimated 
one’s strengths. The position of schools in re- 
lation to each other remains relative and will nec- 
essarily change as more schools are surveyed and 
more facts gathered. The process becomes one 
of continual growth and stimulation, certainly a 
characteristic of our democratic process as we 
have conceived it in this country. 


Changing Relationship Between Hospitals 


Irrespective of schools of nursing, one has only 
to study the growth and development of hospi- 


‘ tals as institutions within the last twenty-five 


years, to see this constantly changing relationship 
between hospitals. It would have been impossible 
to have held a fixed relationship between them 
and even if it had been possible it would have been 
unhealthy. Growth is inherent in institutions 
as well as individuals and the very factor of 
growth means change. As Americans we are 
too prone to think of growth and quality in rela- 
tion to bigness. We reputedly boast about having 
the tallest, largest, biggest and best of every- 
thing in the world. If we have something which 
is large to begin with, we are apt to think that 


- increasing its size will improve its quality and 
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we talk daily in terms of exaggeration even to 
the current descriptive term—supercolossal. Con- 
versely, it is almost taken for granted that what 
is small must necessarily be inferior or second 
rate. American business and advertising meth- 
ods are largely responsible for this concept, which 
all of us are inclined to believe at times in spite 
of evidence to the contrary. 


The Small Hospital School of Nursing 


As this discussion is concerned with the “small 
hospital school of nursing,” one immediately 
raises the question, “What is a small hospital 
school of nursing?” Is it a school of nursing in 
a small hospital or a small school of nursing in 
any size hospital? To clarify these questions a 
study was made of the 1300 schools of nursing 
approved by the 48 states in the United States. A 
list of these schools,* together with related in- 
formation, was last published by the National 
League of Nursing Information in 1939 and the 
figures used throughout the rest of the discus- 
sion are for that period but are typical enough of 
the present situation to be approximately true 
of later figures if they had been available. A 
third question arose while studying the figures 
—‘Is there a difference between a small hospital 
and a small school?” It is very apparent that 
there is a vast difference. Reviewing all the 
schools of nursing in the country some of the 
following facts came to light: 


Schools of nursing are conducted in hos- 
pitals with a daily average patient census 
ranging from 7 to 6880. 


School of nursing enrollment varies from 6 
to 350 students. 


Somewhere between such extremes a hospital 
or a school ceases to be small and becomes me- 
dium sized and then large, but the picture is fur- 
ther confused when one finds a school of 6 stu- 
dents in a hospital with a daily average patient 
census of 7, a school of 5 students in a hospital 
with a daily average patient census of 3200, and 
even 215 students in a hospital with a daily aver- 
age patient census of 118. These are extremes, it 
is true, but detailed study reveals general facts 
very nearly as varied as these extremes. 


We are apt to think that the largest schools 
are to be found in the largest hospitals. In 32 
states this is not the case, although it is true in 
the other 16. In one state the smallest hospital 
has the largest school. Within one state can be 
found such extremes as-a school of nursing in a 


*A list of Schools of Nursing Meeting Minimum Requirements 
Set by Law in the Various States. 1939. National League of 
Nursing Education, 1790 Broadway, New York, New York. 
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hospital with a daily average patient census of 
7 and also one in a hospital with a daily average 
patient census of 3700. In one state the smallest 
daily average is 171, while in another the largest 
daily average is 62. 


It would be illogical, in the light of these fig- 
ures, for anyone to make an issue of size to the 
extent of setting it up as a standard of excellence. 
On the other hand, it would be equally unwise to 
ignore these wide varitions of size in trying to 
estimate the quality of our schools of nursing. 
Under circumstances as they exist it is obvious 
that there must be great variations in the kinds 
of nursing schools throughout the country and in 
the quality of the nursing education given. This 
lack of uniformity has already been brought to 
our attention in an article, “Accrediting in The- 
ory,” by Nellie X. Hawkinson, who states: 


“It would no doubt be an exaggeration to 
say that nursing education today is in a state 
of chaos but I believe it is true that there is 
less uniformity in the education of nurses 
than in the education of almost any other 
professional group.” 


Uniformity of Quality of Graduates 


Hospitals throughout the United States em- 
ploy graduate nurses who are the product of their 
own and other hospital schools of nursing. They 
have a right to expect that the nursing profes- 
sion make every effort to bring about more uni- 
formity in the quality of its product. Hospital 
administrators know only too well the economic 
waste in the lack of a certain amount of uniform- 
ity. In past years hospital beds, surgical dress- 
ings and countless other hospital items have been 
made uniform, the scientific methods used, re- 
ducing costs and improving quality. 


Nursing education and nursing service cannot 
be standardized. in the same way as hospital 
beds ; but hospitals and, particularly, patients, who 
after all are the most concerned, would be im- 
measurably safeguarded if one could be sure that 
the term “graduate nurse” had approximately 
the same meaning everywhere. We do know, to 
our sorrow and even our shame, that there is no 
guarantee of quality in the words “graduate 
nurse,” but we do not know the cost of this lack 
of uniformity of quality. This lack of knowledge 
brings us back to the question of smallness in re- 
lation to the hospital school of nursing. 


Although the National League of Nursing Ed- 
ucation has set no specific standard of size as an 
arbitrary measure in accrediting schools of nurs- 
ing, there is undoubtedly a degree of smallness 
in a hospital or a school of nursing which is not 
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only uneconomical to operate but which also 
ceases to give to the student the kind of instruction 
which will prepare her to give quality nursing 
care, and the needed variety of clinical experience 
which will enable her to meet, to the satisfaction 
of whatever community she may be called upon 
to serve, the ever increasing and varied nursing 
needs. 


The Nursing School an Asset or a Liability 


Colleges have been able to determine what con- 
stitutes the approximate size of college below 
which it is uneconomical to try to operate. This 
is not true of schools of nursing. Both the costs 
and savings involved in operating a school of 
nursing are often so hidden in other costs and 
savings that by using the same situation and the 
same figures one can almost prove the same school 
to be both an asset and a liability. Not the least 
of the benefits of the accrediting program may 
be the discovery of the true costs involved in 
giving good nursing education. 


_ Every school, regardless of kind, must have 
teachers, books, class-rooms and _ educational 
equipment. A teacher can teach 20 students as 
well if not better than 5 and certainly with better 
use of her time. The library must be of a cer- 
tain type to be desirable for a school whether the 
student body is 10 or 200. The faculty needs to 
be sufficient in number and well prepared so that 
the quality of teaching and supervision during 
the nursing course, when the student is after all 
only a learner, shall not vary because a hospital 
is small. 


It is as extravagant a use of nurse power and 
educational facilities to teach a class of 4 as it is 
to manufacture automobiles for pleasure driving 
only when the country needs airplanes and tanks. 
The Government has taken steps to correct the 
latter extravagance and the nursing profession 
must be expected to face its problem equally 
frankly. We do not know what is an economic 
size of daily average patient census or of student 
enrollment but the problem is not impossible of 
solution if all those concerned will put larger in- 
terests before personal ones. 


Variations in Type, Control, Size and Performance 


In the June issue of the American Journal of 
Nursing the first list of schools of nursing accred- 
ited by the National League of Nursing Educa- 
tion was published. This list gives at least a point 
of reference in this subject of size of hospital 
schools of nursing in relation to accrediting. Sev- 
enty-three schools located in 20 states are in- 
cluded in this first list, and represent great varia- 
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tions in type, control, size and performance. This 
is entirely consistent with the policy of accredit- 
ing of the National League of Nursing Education 
and a study of these schools undoubtedly will 
serve to straighten out many misunderstandings, 
if not misgivings, with regard to the accrediting 
program. It might be well to review these schools 
from a standpoint particularly of size to see 
whether the small hospital school of nursing has 
thus far found a place within the program. If we 
refer to size by daily average patient census, we 
find that 5 schools are in hospitals with a daily 
average from 50-100, 3 from 100-150 and 19 
from 150-200. Approximately one-third are in 
hospitals with a daily average less than 150 and 
more than one-half in hospitals with a daily aver- 
age of less than 250. 


If we mean small schools in relation to size of 
the student body, about one-half are below 100 
students in size and about one-quarter have an 
enrollment of less than 75, seven having a stu- 
dent body of less than 50. The question of size 
of a hospital or school which might constitute an 
economic unit to operate, could well be raised here 
when we find six hospitals with a daily average 
of about 190 patients having student bodies of 50, 
65, 92, 94, 107, 189. Six others having a daily 
average of about 150 patients have student bodies 
ranging from 30-123. Conversely, a student body 
of about 80 is found in hospitals with daily aver- 
ages from 135-238 patients and schools with an 
enrollment of 50 in hospitals with a daily average 
patient census from 75-350. 


It is plain to be seen that in actual performance 
no yardstick in the way of rigid standards has 
been applied to the accrediting of these schools. 
The announcement of the first list definitely 
stated that the schools “differ in many respects, 
such as organization, size and curricula.” These 
facts all substantiate the above mentioned bases 
of accrediting that schools of nursing will be 
judged for accreditment in terms of their stated 
purposes and upon the character and excellence 
of schools as a whole. 


Excellence in quality and soundness of pur- 
poses which are being achieved daily, have no 
specified relationship to size. Events in the world 
of today may teach us to lose our present con- 
cept of size and to learn that quality is to be 
found where soundness and integrity of purpose 
exist and that extravagances can and should be 
eliminated through study and cooperative effort. 
We find excellence in nursing in both large and 
small hospitals and large and small schools. We 
are not sure whether this excellence has occurred 
because of or in spite of size, but we should not 
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be afraid to dig out the facts and study them in 
the light of reason, common sense, and the scien- 
tific approach which should characterize the pro- 
fessional and cost accounting aspects of nursing 
service and nursing education. Both the Ameri- 
can Hospital Association and the National League 
of Nursing Education working together in the 


past have discovered that there are no specific - 


figures or standards on which to make positive 
statements. As lately as the “Administrative 
Cost Analysis Study,” it was necessary to choose 
hospitals reputed as giving good nursing service 
and also good nursing education in order to form 
a basis for estimating costs. We do not yet know 


the ideal or economical size, number, ratio or 
amount of many aspects of nursing care or nurs- 
ing education, but we believe, to quote again from 
the “Statement of Policy for the Accreditation of 
Schools of Nursing,” that accrediting practices 
will stimulate general improvement of nursing 
education and nursing practice in the United 
States. The National League of Nursing Edu- 
cation considers it a basic principle that nursing 
education and nursing service should go hand in 
hand and that one can only learn good nursing 
where good nursing care is practiced day by day 
whether the hospital school of nursing is large or 
small. 





Hard Water and Soap 


A washer 42 x 54 inches has a capacity of 225 
pounds dry weight of clothes and uses about 
thirty-five gallons of water for each suds bath, 
which, in water of zero hardness, would require 
about one-half pound of good neutral chip soap to 
produce a proper suds. But hard water destroys 
or otherwise inactivates soap at the rate of 1.5 
pounds per 1000 gallons per grain of hardness. 
Thus in the above washer load, soap would be de- 
stroyed at the rate of .052 pound per load per 
grain of hardness in the water. Based on Chi- 
cago city water having a hardness of about 7.5 
grains per gallon, the hardness would destroy 
0.39375 pound per washer load of 225 pounds. 
Based on a two suds formula, this would mean 
the waste of 0.7875 of soap per 225 pounds of 
clothes washed, or 0.35 per one hundred pounds 
of clothes. 


A fair average of soiled linen in a voluntary 
hospital is one hundred pounds per patient per 
week, or 5200 pounds per year. On this basis 
water of 7.5 grains hardness would waste 18.2 
pounds of soap per patient per year, or at eleven 
cents per pound for soap, $2, which in a one- 
hundred-bed hospital would amount to $200 per 
year. 


This estimate is based on theoretically perfect 
laundry conditions. In actual practice soap wastes 
are much greater. In one actual experience, a 
soap and other washing supplies bill of $1414.53 
for six months was reduced to $523.64 by a 
change from water of 7.5 grains hardness per 
gallon to zero soft water. 


This saving of soft water is for the laundry 
only and applies relatively to all other uses of 
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soap throughout the hospital, but does not take 
into account the twelve per cent to thirty per 
cent saving in the life of linen when washed in 
soft water as compared to hard water. The cost 
for the salt used in regenerating softeners of 
the zeolite type is in round numbers one-tenth the 
value of the soap saved. 


Cost of installation varies with the hardness 
of the water as well as with the amount of water 
to be treated, but in general terms an installa- 
tion will pay for itself in saving of wash room 
supplies in from one to two years. This saving 
is so definite and certain that some manufactur- 
ers routinely install the equipment and take the 
actual savings in operation as monthly payments 
until the entire contract price has been paid. 


The effective life of the softening mineral 
varies from five to twenty or twenty-five years, 
according to the type of mineral used, but in any 
case can be replaced when it loses its softening 
efficiency. 





A Hospital Service Plan in a Small Community 


FRANZ GOLDMANN, M.D. 


city development. The failure of the 

group hospitalization movement to make 
headway in small towns and the countryside is 
not surprising. Low average cash income and 
instability of earning as prevailing in many rural 
or semi-rural districts are a formidable barrier 
to the large-scale advancement of any medical 
care programs dependent upon regular voluntary 
prepayments. However, there are numbers of 
self-supporting people in many a small commu- 
nity and its vicinity who would be well able to 
set aside regularly funds to meet costs of hospi- 
talization through a group arrangement. 


G ROUP hospital plans are primarily a large 


In Tupelo, Mississippi, a successful attempt has 
been made to build up such a plan. This city of 
about 8000 inhabitants offers favorable condi- 
tions in two respects: a large number of small 
industrial establishments are located within the 
city limits and a modern general hospital of 49 
beds, excluding bassinets, has been recently built 
through the combined efforts of the Common- 
wealth Fund and the community. 


The Hospital Service Plan, Tupelo, Mississippi, 
was started off by a subsidy from the Common- 
wealth Fund and began operation on July 1, 1939, 
as a community service on a nonprofit basis. Hos- 
pital care is provided for all cases of illness and 
injury except cases of alcoholic or drug addiction, 
nervous or mental disorder, quarantinable dis- 
eases, or tuberculosis after diagnosis. 


Cost to Subscriber and Service Provided 


Hospitalization for 21 days during a contract 
year, and a 3314 per cent discount on bills for 
any time exceeding 21 days are offered in return 
for monthly prepayments ranging from 75 cents 
for applicants with no dependent to $1.67 for 
applicants with one adult and all minor depend- 
ents under 19 years of age. If prepayments are 
made on an annual basis the rates range from 
$9.00 to $20.00 respectively. Service includes bed 
and board in a four-bed room, general nursing, 
use of the operating room, anesthesia, x-ray and 
laboratory examinations without restrictions, sur- 
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gical dressings and ordinary drugs, and mater- 
nity care. To stimulate the interest in early 
treatment a 50 per cent reduction is offered for 
diagnostic laboratory, x-ray, and emergency serv- 
ice not requiring hospitalization. 


The plan is open to people applying in groups 
of five or more regardless of race, occupation, in- 
come and age. Colored people are eligible on 
equal basis with white people; five widows living 
on savings may join as well as people employed 
by a business establishment. Neither medical 
examination nor confidential reports are a pre- 
requisite to enrollment. Such chronic conditions 
as are revealed by the subscriber at the time of 
his application usually are taken care of after 
dues have been paid for six months. A waiting 
period of 15 days is required before general serv- 
ice is available. However, in cases of accidents 
and emergencies this requirement is waived. Ma- 
ternity care is subject to ten months’ member- 
ship. 


In scope of service covered, eligibility require- 
ments, and rates the Tupelo plan is very reason- 
ably patterned. The experience gained in the 
operation of such a program certainly has more 
than local interest. The following comments, 
based on a personal visit to Tupelo in June 1941, 
may help to answer important questions fre- 
quently raised with regard to the expansion of 
group hospital plans beyond large population cen- 
ters: (1) Is there a demand sufficient to create 
a market for a nonprofit hospital service plan in 
a small community? (2) If so, to what extent 
can advantages be expected for the subscribers, 
the hospital, the medical profession and the com- 
munity at large? (3) How much does it cost to 
operate a plan under the particular conditions of 
rural life? (4) What are the future prospects 
of group hospital plans in small communities? 
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Demand in a Smal Community 


In Tupelo, in the short period of two years, the 
number of persons eligible for service under the 
plan has reached the 2500 mark. This result indi- 
cates a good response from the public. More than 
one-fourth of the total population living within 
the corporate limits of the city had joined the 
plan by the end of June 1941. Of the white pop- 
ulation, approximately 40 per cent were reached 
in contrast to about 7 to 8 per cent of the Negro 
population. 


The majority of the groups that banded to- 
gether consisted of 10 to 19 persons. Groups 


with 20 to 29, 30 to 39, and 5 to 9 persons fol-’ 


lowed in the order listed and only a few groups 
had more than 50 persons. The growth of mem- 
bership took place in spite of considerable turn- 
over of subscribers. During the year 1940 the 
cancellations totalled 312, as compared with the 
addition of 1212 new members. The ratio of one 
cancellation to four new subscribers seems to be 
high. An analysis of the reasons for cancella- 
tions reveals three important facts. First, the 
largest percentage of those canceling their con- 
tract did so because they moved from the vicinity 
of the hospital with which the service plan is af- 
filiated. Second, a rather small percentage gave 
as a reason “didn’t want it.” Third, another rela- 
tively small percentage found it impossible to con- 
tinue their prepayments because of loss of em- 
ployment. Significant in this respect is the fact 
that almost all of the cancellations occurred after 
gne or two months of enrollment while only rela- 
tively few were made by people who had been 
members for longer periods of time. 


The actual distribution of the eligible persons 
by family status and age contributes another in- 
teresting experience. Of the total enrollment at 
the end of 1940, approximately 60 per cent were 
family dependents, and close to half of these fam- 
ily dependents were minors. Slightly less than 
one-third of the eligible persons were under 20 
years and about five per cent over 60 years of 
age. 


The growth of the Hospital Service Plan in 
Tupelo indicates both the feasibility and the 
limitations of a voluntary group hospital plan in 
a small community. With an enrollment of about 
40 per cent of the white population of Tupelo 
proper the saturation point for this group seems 
to be in sight. On the other hand, there is still 
considerable leeway for the enrollment of colored 
people living or working within the corporate 
limits. Here seems to loom a rather difficult but 
by no means futile task, namely, education on 
the objective of a group hospital plan. While a 
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large fraction of the local colored population 
would be economically unable to become members, 
another substantial fraction might be reached, 
provided they can be brought to understand the 
importance of budgeting ahead for their hospi- 
talization cost. 


Advantages to Be Expected 


The individual patient is helped physically, 
financially, and mentally by membership in a 
group hospital plan. This experience is now well 
established in large cities. In the small com- 
munity (Tupelo) the situation has also been im- 
proved. Here the members of the Hospital Serv- 
ice Plan have been enabled to come early to the 
hospital rather than in the serious stage of ill- 
ness. They have been much relieved from the 
financial burden of hospital care, as prior to the 
inauguration of the plan almost all of the hos- 
pital patients had had to contract debts to pay 
their bills. They also have been aided psychically 
by receiving that intangible so essential to recov- 
ery: peace of mind. 


The hospital profits by the program by receiv- 
ing payment for patients otherwise less frequently 
hospitalized, and by being sure of the money for 
which the plan assumes the responsibility. Of 
the total hospital income in 1940, approximately 
8 per cent came from the service plan. 


The physicians have the advantage of admit- 
ting patients to the hospital without much con- 
sideration of the financial factor. Thus, they are 
helped in carrying out accurate diagnostic pro- 
cedures as well as proper treatment. Since part 
of the total sickness costs are met by the Hos- 
pital Service Plan, the physicians find it easier 
to collect their own bill. 


The advantage of a hospital service plan to the 
community health program also is well exempli- 
fied by the achievements of the Tupelo plan. It 
is a well-known fact that on the average people 
living in small communities receive much less 
hospital care than city-folks. Yet, in Tupelo one 
in nine persons enrolled in the Hospital Service 
Plan was hospitalized in 1940. With a hospitali- 
zation frequency of 11.2 per 100 eligible persons 
the groups covered by this plan are much better 
off than people in similar communities and com- 
pare favorably even with people of the same eco- 
nomic status in large population centers.* On 
the average 0.54 day of hospital care per eligible 
person was paid for by the plan. This also is a 
creditable achievement in comparison with the 
records established by group hospital plans in big 


*Franz Goldmann, Prepayment Plans for Medical Care. Twen- 
tieth Cetnury and Good Will Funds, New York. 1941. 
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cities, not to mention the situation prevailing in 
small communities without programs of any kind. 
The hospitalized members of the plan received 
payment from the plan for an average of 4.8 days. 


In appraising these figures several factors de- 
serve emphasis: 


First, in general more people came in for 
thorough check-up or slight illness. The con- 
trast to the habit of seeking refuge in the 
hospital only in serious stage is already no- 
ticeable. This change in attitude, with its 
effect on the prevention of severe suffering 
in general and chronic illness in particular, 
is, of course, of paramount importance. 


Second, “medical” and “diagnostic” cases 
made up nearly half of all the patients ad- 
mitted and accounted for more than 40 per 
cent of all paid hospital days. The Hospital 
Service Plan, obviously, has contributed 
greatly to the early application of accurate 
diagnostic procedures and treatment of in- 
ternal illness. 


Third, major surgery was the service pro- 
vided for about 20 per cent of all patients 
and accounting for about 40 per cent of all 
paid hospital days. Patients admitted for 
major surgery received payment from the 
plan for an average of 9.6 days of hospital 
care. The significance of this performance 
as to proper treatment of surgical conditions 
and relief from financial worries is obvious. 


Fourth, family dependents of subscribers 
constituted more than half of all patients 
hospitalized and received more than half of 
all hospital days paid for by the plan. The 
extent to which the service of a good hospital 
has been made available for the familly rather 
than for the “breadwinner” greatly enhances 
the value of the program. 


Fifth, so far, little if any abuse of the serv- 
ice has been observed, as could be expected 
in a community with a distinct “family at- 
mosphere.” In 1939, seventy-seven new sub- 
scribers made an endorsement whereby cer- 
tain chronic conditions existing at the time 
of application were to be excluded from serv- 
ice, and only three made claim. In 1940, 
thirty-four endorsements and nine claims 
were experienced. Considering the difficulty 
any patient faces in relating his actual trouble 
to a pre-existing condition, these figures ap- 
pear to indicate a fair attitude on the part 
of the subscribers. 
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Cost 


The total operating expense of the Hospital 
Service Plan, Tupelo, for the year 1940, averaged 
$5.80 per eligible person. This low average sum 
took care of expenditures for both hospitaliza- 
tion and administration. The individual case ad- 
mitted to the hospital involved an average outlay 
of $26.64, breadwinners and family dependents 
differing only slightly. The cost of a hospital day 
as paid by the plan amounted to an average of 
$5.56. In spite of an average daily hospital charge 
of $5.56, and in spite of the surprisingly high 
hospitalization rate of more than 11 per cent 
the total costs incurred by the plan have re- 
mained on a very reasonable level mainly be- 
cause the individual patient needed hospital care 
for less than five days on the average. 


The analysis of the distribution of expenses re- 
veals a highly important not to say crucial prob- 
lem of operating a group hospital plan for a small 
group of subscribers. The essential administra- 
tive expenses, such as salaries and wages, office 
rent, travel, publicity, telephone, stationery, post- 
age, may be low in terms of dollars and cents. 
Yet, inevitably they account for a high propor- 
tion of the total operating expense or the pre- 
miums earned unless the number of subscribers is 
large enough to permit a reasonable spread of the 
administrative expense item. As the growth of 
membership in small communities has its definite 
limitations, a relatively large fraction of the total 
expenses is unavoidably absorbed for “overhead,” 
all the more so if the program is still in its early 
stage. This is exactly what has been experi- 
enced in Tupelo. It may be added that many a 
prepayment plan has been early brought to the 
brink of disaster because it was put into effect 
with enthusiasm and without adequate liquid 
funds for the first years. 


The current expenses were well covered by 
earned income. Approximately 9 per cent of the 
earned premiums could be set aside to increase 
the contingency reserve provided by a donation 
of the Commonwealth Fund. Without such out- 
side help for the initial period of operation the 
plan would have been unable to build up such 
reserves as are necessary to meet any sudden in- 
crease in demand for hospitalization. 


Future Prospects 


The experience of the Tupelo plan affords an 
object-lesson on the future prospects of non- 
profit group hospital plans in rural areas. In 
general it seems possible to enroll a certain al- 
though varying fraction of those who live or work 
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in small communities, provided the following 
requirements are met: 


1 Availability of a good hospital within easy 
traveling distance where subscribers to a 
service plan are sure to get their money’s 
worth; 


Establishment of the hospital service plan 
as a community project managed by a 
qualified executive; 


Outside financial subsidy of the plan for 
the first three to five years of operation to 
take care of part of the administrative 
expenses and to facilitate the building up 
of an adequate contingency reserve; 


Application of enrollment and collection 
procedures adapted to the local conditions; 


Possibility of gradual expansion of the ter- 
ritorial scope of the plan to serve a region 
or a hospital area rather than a town. 


Enrollment of Subscribers 


The last two statements need some qualifica- 
tions. In rural areas the organization of a group 
hospital plan is much handicapped by the diffi- 
culty of enrolling people scattered over wide 
areas, and of collecting dues from people with no 
common place of employment. The way in which 
the enrollment of subscribers and the collection 
of dues has been organizd in Tupelo appears to 
have contributed a great deal to the success of 
the hospital service plan. In line with the usual 
policy, group enrollment is the basis for eligibil- 
ity. However, the minimum size of a group has 
been set at five persons because of the small size 
of employees’ groups in Tupelo. The require- 
ment of group enrollment is not tied up with em- 
ployment as a prerequisite. If, for one reason 
or another, the original group drops below the 
minimum, the remaining persons are still held 
as members. The development of the hospital 
service plan is promoted mainly in two ways: 
First, an executive committee of the leading men 
in the community serves as policy-making body 
as well as ambassador of good will, “selling” the 
idea to their own employees and civic groups; 
second, the manager of the plan addresses civic 
groups and with the approval of the personnel 
manager speaks to employee groups, often on com- 
pany time. In nearly all cases this group inter- 
view yields a certain number of subscribers. 


Methods of Collecting Prepayments 


Because both employed and non-employed peo- 
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ple can subscribe to the plan the prepayments are 
collected by either of two methods. Payroll de- 
duction with the consent of employer and em- 
ployee is used wherever feasible. Actually, almost 
all dues are paid this way. The “group cash- 
ier” method is emphasized primarily for those 
who are not employed. In such cases, congenial 
groups are formed by the manager utilizing ex- 
isting affiliations, such as clubs, or bringing to- 
gether people with similar interest and social 
background. All those assigned to such a group 
are instructed to bring their dues regularly to the 
volunteer “cashier,” who in turn remits the total 
collected to the plan office. This procedure has 
proved to work satisfactorily in general due to 
the conditions prevailing in a small community. 
The success of such a method certainly depends 
on the education of subscribers in active coopera- 
tion. Members who pay annually or semi-annu- 
ally in advance are offered a discount on the rates. 
Significantly, by far the majority of the sub- 
seribers found it impossible to take advantage of 
this offer and paid monthly. 


Geographical Expansion 


The problem of gradual geographical expan- 
sion is becoming more and more acute with the 
plan in Tupelo since the enrollment of residents 
of the city proper has made good headway. Ad- 
jacent to Tupelo there are two communities with 
close to 4000 residents, and in the hospital area 
there are quite a number of small places from 
which subscribers might be drawn. Appropriate 
steps to effect this are now under way. Such 
expansion of a group hospital plan from a nu- 
cleus in a town with definitely limited potentiali- 
ties is imperative once consolidation is achieved. 
It is only by spreading risks among larger indis- 
criminate groups of the population that a sound 
financial position of any plan can be maintained 
in the long run. However, there are some fac- 
tors that may reverse the progress of a rural hos- 
pital service plan even where initial success has 
been scored. The major hurdles to be taken ap- 
pear to be the expansion of a hospital service plan 
to communities beyond convenient traveling dis- 
tance from the headquarters without increase in 
administrative costs; the call of men for mili- 
tary service, with the resulting loss of subscribers 
in perfect health; the heavy migration of people 
from farms and small towns to armament indus- 
tries; and the danger of lay-offs in small business 
establishments engaged in non-defense work. 
Should such difficulties be surmounted during the 
next years and a larger proportion of people in 
small communities be reached by voluntary hos- 
pital service plans, the further question will then 
arise: how shall the others be served? 


59 








Code of Hospital Ethics 


Approved and Adopted " the American Hospital Association 
lege of Hospital Administrators 


and the American Co 


“A Code of Ethics is the crystallization 
of the principles underlying civilization.” 
A—General Principles 

1 The Objectives of the Hospital 

To render care to the sick and injured is the 
primary responsibility of the hospital; financial 
return and other interests should be of secondary 
consideration. 


In addition, it is the duty of the hospital to ad- 
vance scientific knowledge, to further the educa- 
tion of all participating in its work, and to take 
an active part in the promotion of general health. 


2 The Trustees 
It is the duty of the governing body: 


a To determine the policies of the institution 
with relation to community needs; 

b To provide equipment and facilities consist- 
ent with community needs for the patients 
entrusted to their hospital; 

c To see that proper professional standards are 
maintained in the care of the sick; 

d To coordinate professional interests with ad- 
ministrative, financial, and community needs: 
To provide adequate financing by securing 
sufficient income and by enforcing business- 
like control of expenditures ; 

To provide for the safe administration of 

funds given in trust; 

To keep accurate records of its finances and 

activities ; 

To surround the patient with every reason- 

able protection, thereby fulfilling the moral 

and legal responsibility of the board; accord- 
ingly, 

1) It is the responsibility of the governing 
board to exercise proper care and judg- 
ment in the selection of a qualified ad- 
ministrator and of the medical, nursing, 
technical and other personnel; 
Appointments should be made on a basis 
of merit and not because of political con- 
nection or favoritism; 


3) No member of the board should expect to 
profit by his connection with the hospital. 


3 The Medical Staff 


The medical staff should be properly organized ; 
only qualified doctors of medicine legally licensed 
to practice in that state or province shall be ad- 
mitted to membership. Desire to obtain or re- 
tain patronage should never lead the governing 
board to accept other than a rigid standard of 
competence and procedure on the part of the 
physician permitted to work in the hospital. 


The utmost care must be exercised to ensure 
that the welfare of the patient is entrusted only 
to conscientious, sober, and faithful physicians 
of upright character, sound morals, and good 
reputation. 


It is the responsibility of the medical staff and 
of the governing board of the hospital to safe- 
guard the interests of the public so that no mem- 
ber of the medical staff or other practitioner shall 
be permitted to undertake any procedure for 
which he is not fully competent. Reluctance to 
interfere, pecuniary gain, or any other factor 
must never be permitted to jeopardize the welfare 
of the patient or the reputation of the hospital. 


For the protection of the patient in all serious 
or doubtful cases there should be adequate con- 
sulation. 


4 The Personnel 


The hospital should exercise due care in the 
selection of personnel who can meet the require- 
ments of the positions they undertake and, con- 
versely, the hospital should provide salaries and 
conditions of employment which are commen- 
surate with community standards and which will 
permit the personnel to render effective service to 
the institution. 


5 Medical Records 


The efficient hospital, realizing the utmost im- 
portance of complete and adequate clinical rec- 
ords, should provide proper facilities for the re- 
cording and filing of such data and should en- 
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courage the interest of its medical and nursing 
staffs in this valuable procedure. 


It is the responsibility of the hospital and its 
personnel to safeguard the clinical records of the 
patients and to see that such records are made 
available only to properly authorized individuals 
or bodies. 

6 Solicitation for Patients : 

There should be no solicitation for patients by 
a hospital or by any person connected with it. 

7 Publicity 

Fully recognizing that the press and radio are 
excellent vehicles of public education and as 
agencies of public information likewise have a 
community responsibility, it must be appreciated 
that the hospital has a great responsibility to the 
patient and to the professional groups represented 
in its organization. 


Information relative to patients, except as re- 
quired by law, should not be given without the 
consent of the patient or the patient’s immediate 
family and the patient’s physician. 


Information relative to research and scientific 
projects should not be made public without the 
consent of the individual involved nor in a man- 
ner to conflict with the ethics of the professional 
group concerned. 


Information relative to the activities of a hos- 
pital should not be designed to secure compara- 
tive advantage over other hospitals or personal 
aggrandizement of any individual. 


At all times there must be strict adherence to 
the truth, unadulterated either by exaggeration 
or by incomplete and misleading statements. 

8 Relationship to Public Health and Welfare 

Organizations 

The hospital should cooperate as far as possible 
with the public health authorities in furthering 
the health of the community. This may be ac- 
complished by means of cooperation in establish- 
ing clinics, in caring for cases of communicable 
disease, and in promptly and accurately contribut- 
ing to vital statistics. 


The hospital should also cooperate with wel- 
fare agencies in so far as facilities and finances 
will permit. The hospital must ever keep in mind 
that it has a moral responsibility to its patients 
to make every effort to ensure full and complete 
recovery. Its interest in the welfare of its pa- 
tients must extend far beyond the hospital walls. 

9 Relationship to Other Hospitals 

Hospitals should bear to each other a spirit of 
friendly cooperation and interest. Cooperation 
among hospitals and an absolute adherence the 
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highest standards of conduct are among the most 
effective means of promoting public confidence. 
Criticism of other hospitals is to be carefully 
avoided. When possible, efforts should be di- 
rected not to duplicate unnecessarily the facilities 
of competing institutions with resultant increased 
overhead in relationship to service given, but to 
endeavor to develop the facilities in each hospital 
so that the health needs of the community will 
be met to the fullest extent and with the min- 
imum of duplication. 


When several hospitals are located in the same 
or adjoining communities, the organization of a 
hospital council, or an administrators’ conference 
at least, is highly desirable. 


Personnel or medical staff members should not 
be requested to leave the employment of, or sever 
connection with, another hospital without such 
proposal being known to the administrator or to 
the head of the department or service involved. 


10 Contracts 


Hospitals should refrain from participating in 
contracts with companies, organizations, munici- 
palities, governments or other bodies at rates 
which are obviously unfair to other hospitals in 
the community. 


Contracts drawn up between appointees to in- 
ternship and the hospital should be observed by 
both parties to the contract. 


Anyone who has broken a contract with another 
hospital or who has left service in another hos- 
pital on short notice should not be accepted with- 
out adequate evidence that such action was 
justified. 


11 Religious and Moral Codes 


Hospitals shall give courteous consideration to 
special requests in the interest of the religious 
practices of the patients which are intended to 
bring them peace of mind and spiritual consola- 
tion. 


In all hospitals operated by a church organiza- 
tion and for all patients who are members thereof, 
it is expected that the Moral Code of that denomi- 
nation be observed. 


B—Staff and Personnel 
12 Responsibility 


It is the responsibility of all who have anything 
whatsoever to do with the care of the patient to 
make every effort to ensure that all patients re- 
ceive the best possible care with minimum delay, 
with the utmost of skill and efficiency, and with 
the greatest of personal consideration and tender- 
ness. 
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Every courtesy and consideration should be 
shown by all members of the hospital personnel 
to any visitors to the hospital. 


13 Secrecy 


The onus of secrecy which professional codes 
of ethics have placed upon the physician and the 
nurse applies in like manner to every member of 
the hospital personnel. Under no circumstances 
may any information of a personal nature gained 
within the hospital be divulged to other than 
those authorized to receive such information in 
the course of their duty. 


14 Commissions 


Without the approval of the governing body no 
hospital employee or any person connected with 
a hospital shall receive compensation or reward 
from any individual or agency because of the hos- 
pital position occupied which has not been earned 
as salary or wages in the course of hospital duty. 


15 Professional Organization Encouraged 


Members of the various professions and voca- 
tions included in the hospital organization will 
uphold the dignity and honor of their own spe- 
cial lines of endeavor and of the hospital as a 
whole by becoming members of their respective 
professional and technical scientific societies and, 
consistent with the discharge of their hospital 


responsibilities, by devoting efforts and means to ° 


the elevation and advancement of their own par- 
ticular field. 


16 Professional Codes of Ethics 


It is the duty of the hospital, in so far as the 
hospital personnel and regulations can render as- 
sistance, to aid and support the members of all 
professional groups in their ohservance of the 
Codes of Ethics of their respective professional 
organizations. 


C—tThe Administrator's Code of Ethics 
17 The Obligations of the Administrator 


By virtue of his position as executive director of 
the hospital and as deputy of the board of trus- 
tees, it is the solemn obligation of the adminis- 
trator to further the observance of the principles 
already set forth in parts A and B of this Code 
of Ethics and to abide by the Personal Code of 
Ethics for Hospital Administrators in the follow- 
ing sections. 


18 The Purpose of Hospital Administration 


The purpose of hospital administration is to 
direct and manage the general activities and func- 
tions of the hospital so that it will be able to 
achieve its objectives of service to the sick, of 
education, of research and of public welfare, with 
efficiency, with economy, and with satisfaction. 
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It should be the aim of the administrator that 
his hospital will enjoy the fullest confidence of 
the public, will have the sympathetic support of 
the community, will warrant the loyalty and trust 
of all allied professions, will constantly link itself 
with scientific advances, and will take its rightful 
place as a leader among the health forces of the 
community. 


19 The Relationship of the Administrator to the 
Patients 


The administrator should at all times be courte- 
ous and considerate in dealing with both patients 
and relatives. Firmness in financial matters 
should be no more than is amply justified by the 
circumstances of the case. 


Particularly will the administrator observe re- 
spect for professional secrecy and confidence in 
dealing with the sick. Moreover, this essential 
principle should be impressed by the administra- 
tor upon all who deal with confidential records or 
have access to other information. 


The administrator should endeavor to meet the 
legitimate requests of his patients with respect 
to comfort and general care, opportunities for 
observance of religious customs, protection from 
noise, unwelcome visitors or other factors that 
interfere with recovery. 


20 The Relationship of the Administrator to the 
Trustees 


The administrator is the deputy of the trustees 
of the hospital and as such acts for them in his 
executive capacity. His attitude toward the trus- 
tees should be respectful at all times, refraining 
from partiality, from familiarity and from any 
violation of their confidence. 


21 The Relationship of the Administrator to the 
Medical Staff 


The relationship of the administrator to the 
medical staff should be one of sympathetic under- 
standing and helpful cooperation. The adminis- 
trator should endeavor to have medical problems 


’ adjusted by the medical staff or its committees. 


If necessity arise, however, the administrator, 
as the representative of the board of trustees, 
must act with decision and with firmness con- 
sistent with the welfare of the patients and the 
continued good reputation of the hospital. 


To doctors who are not members of the medical 
staff, the administrator should be considerate and 
helpful when they seek advice or assistance in 
the care of their patients, and should extend such 
courtesies as are in accordance with the regula- 
tions of the hospital and its medical staff and 
with the interests of the patient. 
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22 The Relationship of the Administrator to the 
Personnel 

The administrator should recognize that the 
establishment and maintenance of satisfactory re- 
lations with employees is necessary not only in 
justice but also to secure the effective utilization 
of the abilities and services of the individuals of 
whom hospital organizations are composed. To 
this end he should extend the consideration which 
is the right of all conscientious and loyal workers. 
At all times he should be impartial, tolerant, and 
fair in his relationships. 


The vital importance of the services of the vari- 
ous professional groups should be recognized. 
Personal relationships should be at all times on 
a professional basis. 

23 The Relationship of the Administrator to 
Visitors 

Visitors should be treated with courtesy and 
their inquiries should meet every consideration. 
If firmness toward them should be required, such 
should be exercised with judgment, tact, and the 
minimum of embarrassment for them and the 
patient. It should be borne in mind that the 
welfare of the patient is the primary concern of 
the hospital, and the thoughtlessness, selfishness, 
or inquisitiveness of visitors should never be per- 
mitted to interfere with the patient’s recovery or 
to gain information to which they are not entitled. 
24 The Relationship of the Administrator to the 

General Public 

The administrator should always strive to keep 
in close touch with community activities, with 
community progress and, particularly, with com- 
munity needs. He should cultivate reasonable op- 
portunities for favorable public contact, provided 
such activity does not interfere with his primary 
responsibility—the performance of his adminis- 
trative duties. 


In presenting addresses, in submitting data to 
the press and in radio broadcasting on hospital 
subjects, the ethical administrator will bear in 
mind that the purpose of the publicity should be 
the welfare and advancement of hospitalization 
and not his personal aggrandizement. 


The administrator must realize that no action 
of his, whether while on duty or off, can be en- 
tirely divorced from the reputation of the insti- 
tution with which he is connected. 

25 The Relationship of the Administrator to 
Vendors 

The administrator should bear in mind con- 
stantly that, in his relationships with the repre- 
sentatives of supply houses or commercial organ- 
izations, his hospital is almost inevitably con- 
cerned. Therefore, his relationships should be 
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courteous at all times and of such a nature that 
under no circumstances will the hospital be in- 
volved or obligated in any way. Particularly im- 
portant is it that the administrator refrain from 
becoming under personal obligation to a firm or 
its representative, as would be the case by the 
acceptance of personal gifts or unusual social 
favors. Personal commissions or rebates should 
never be accepted. 


The administrator should not give a testimonial 
for public use and should not authorize or other- 
wise permit the public use of his name or photo- 
graph in the endorsement of commercial services, 
equipment, materials, drugs or other supplies. 


Gifts or donations should not be solicited from 
business houses on the basis of making a return 
for business granted. 


Unless required by law to do so, the adminis- 
trator or his staff should not disclose the prices 
to a competitor of a firm submitting prices. Or- 
ders placed in good faith should not be canceled 
or the goods returned without legitimate reason. 


Requests for special extension of credits or time 
payments should be definitely arranged before 
any merchandise is ordered. 

26 The Relationship of the Administrator to 
Other Administrators 


The administrator should always maintain a 
spirit of mutual cooperation toward the executive 
officers and personnel of other reputable hospi- 
tals. He will ever keep in mind that other hos- 
pitals share with him a common objective—the 
healing of the sick—and, therefore, it is incum- 
bent upon him to assist such other institutions 
to the fullest extent, be it by advice, loan of equip- 
ment or by other manifestations of helpfulness. 
He should promote and undertake such other ac- 
tivities in cooperation with other hospital ad- 
ministrators as will tend to increase the quality 
of hospital administration and enhance the effi- 
cient and economical management of hospitals. 
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EDITORIALS 


The Old Year and the New 


Hospitals view the passing of the old year with 
many regrets. For the majority of hospitals it 
has been a year of prosperity, of advancement in 
the quality and a gratifying extension in the 
quantity of hospital services. Hospitals have 
cared for more patients and in a better way than 
in former years. Despite the handicaps of re- 
duced personnel and increased costs of operation, 
they have maintained acceptable standards of 
hospital care. 


We welcome the New Year, with all of its re- 
sponsibilities, firm in our resolve to meet the in- 
creasing demands of a larger number of civilian 
sick, steadfast in our faith to serve our communi- 
ties well, unfaltering in our support of our gov- 
ernment and its program for a victorious conclu- 
sion of a war which was not of our seeking. 


The New Year will tax our resources and our 
resourcefulness. It will impose many sacrifices 
and add many labors. It will rub off the gloss of 
complacency and cut down to the hard metal of 
practical, efficient, continuous service under in- 
creasingly difficult conditions. It will bring its 
hardships and its heartches with compensations, 
not material, but in the satisfying knowledge that 
hospitals have done their full duty loyally and 
without complaint. But more than all our hos- 
pitals will survive as they have survived through 
all the centuries and through all the agonies that 
wars have imposed upon them. 


“Man’s inhumanity to man” has sacrificed mil- 
lions of lives in futile and fruitless wars; has 
destroyed civilizations, ruined prosperous and 
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peaceful peoples, left the maimed, and the broken 
and blind, to live through lives of physical suf- 
fering and mental disillusionment. But the mis- 
sion of our hospitals through the New Year will 
be as unchanged and unchanging as it has been 
from Time’s beginning. They will bring solace 
and sympathy to those who suffer. They will 
bind up the wounds that wars have caused, heal 
the sick, restore to health and strength those who 
have been ravaged by disease, or physically and 
mentally hurt. They of all institutions will be 
the beacon of hope and the sanctuary of those 
afflicted during the New Year. 


And so whatever fortune the New Year may 
bring to hospitals, it will be welcomed with a 
confident spirit. A new consecration will be made 
to the tasks that will be assigned to them 
strengthened by an abiding faith in the ability 
of those who direct and administer our hospitals 
to maintain our hospital service without inter- 
ruption, confident in the knowledge that our med- 
ical, nursing, and technical personnel will see that 
every patient will receive the best possible care, 
and with the assurance that every hospital em- 
ployee will do his part well. 


The hospital serves always when our country 
is at peace. It serves with increased loyalty and 
devotion when it is at war. As the Old Year goes 
out and another New Year greets our hospitals 
and their patients, it will be welcomed with faith 
in the service hospitals are giving, with hope that 
every patient who comes to our doors will be 
speedily brought back to health, with love for our 
country, our work, and the hospitals in which by 
our work we emphasize our loyalty and dedica- 
tion to our country’s cause. 





Hospitals and the Office of Civilian 
Defense 


The Office of Civilian Defense is charged with 
definite functions and responsibilities, second 
only to those of our armed forces. To a very large 
extent the work of civilian hospitals is closely co- 
ordinated with and under the general direction 
of this Office. Hospitals will cooperate in every 
way with the work of the Office, and will be gov- 
erned, as far as civilian defense is concerned, 
by the wishes of the Office and to that extent will 
follow its instructions. 


Dr. George Baehr’s Medical Advisory Board of 
the Office of Civilian Defense will be advised and 
efficiently aided by a Subcommittee on Hospitals, 
composed in large part of active hospital admin- 
.istrators, under the chairmanship of Dr. Robin C. 
Buerki. Through this committee orders and 
regulations affecting hospitals will be drafted 
and coordinated with the purposes and policies 
of the Office of Civilian Defense of which this 
committee is an important part. 


Hospitals will take the work of the Office of 
Civilian Defense seriously. As time goes on and 
as the war develops, the work of Doctor Baehr’s 
Board will become increasingly valuable to hos- 
pitals. To the greater extent our hospitals coop- 
erate, the benefits they derive will become more 
important. 


On the part of the Office of Civilian Defense, it 
is now and will continue to be due the hospitals 
to be kept fully advised of every regulation and 
order which the Office issues. This knowledge 
must be promptly conveyed to the hospitals. The 
results of the Office’s Study Committee relating 
to defense procedures must be made available to 
hospitals with minimum delay. Confidence must 
be established and maintained, and a close co- 
operation and a willing compliance by the hos- 
pitals must necessarily follow. 


Bulletins No. 1 and 2 have been sent to every 
hospital. As far as possible hospitals should com- 
ply with the instructions these bulletins outline. 
If we are to do a good job in our program of 
civilian defense, we must accept the leadership of 
one of our Government’s important agencies— 
the Office of Civilian Defense. 
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All Shoulders to the Wheel 


America faces the most serious crisis in its 
history. We may need to employ every resource 
we possess in safeguarding and preserving our 


liberty and the way of life which we as a demo- 
cratic people believe we must be free to follow 


at whatever cost. 


Our hospitals have an important part in this 
great national effort. They face new responsi- 
bilitiés and new opportunities to demonstrate the 
essential value of their service. They share with 
the medical profession the responsibility of safe- 
guarding and promoting the health and physical 
well-being of all our citizens. 


A hospital is primarily an organization of indi- 
viduals who work together to a common end. 
Trustees, administrators, professional personnel, 
technicians, clerks, artisans of many types and 
all the others who have a part in the manifold 
activities essential to the production of hospital 
service, all share the responsibility of producing 
the service which the hospital renders its com- 
munity. 


The part which any one individual plays in 
this production may of itself seem insignificant 
and of little consequence. But if it is essential, 
who shall say that it is insignificant or inconse- 
quential, even though it be a humble sort of work 
and but poorly paid? Now, if ever, that work 
needs to be done well. Anything less than one’s 
best is in that degree the betrayal of a trust, a 
weakening of our national defenses. This is no 
time in which to insist on rights or to emphasize 
prerogatives. Rather is it a time to consider 
duties, obligations, and opportunities to increase 
one’s usefulness. 


When the victory is finally won, let it not be 
said that our hospitals in any way fell short of 
what they might have done, or that the struggle 
was needlessly prolonged, or that there were 
losses that need not have been sustained, because 
someone who serves as a member of a hospital 
organization failed to do his best. Rather may 
it be said of each and all of us that because of 
what we did the struggle was shortened, the 
losses lessened, and the victory made more 
certain. 

J. E.R. 
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The Rising Costs of Commodities 


In common with every family, institution, and 
organization, hospitals are confronted with the 
increased cost and probable scarcity of commodi- 
ties. This increase varies in different parts of 
the country and with different commodities. The 
increase averages about twenty per cent during 
the past ninety days. Of all current supplies, 
food items, as a group, take the lead in increases. 


The costs are, of course, reflected in the in- 
creased cost of operation and the increased cost 
of the service provided. It cannot well be passed 
on in its entirety to the paying patient, who is 
finding it more and more difficult to meet hos- 
pital bills. Economy in the use of supplies will 
solve the situation only in part, and -even this 
measure can be pushed beyond limits and the 
welfare of the patient sacrificed. 


Hospitals must not waste anything. They 
should economize in their commodity supplies, 
not only-in their purchase but in their use as 
well. 


The causes of the increase in costs can be ap- 
preciated to the extent that these increases are 
justified. The greater costs of raw materials, 
and the costs of labor necessary to process them, 
are reasonably expected. But there still remains 
a wide spread of costs between the producer and 
the consumer. The remedy is even more ill-de- 
fined. Price ceilings are generally as high or 
somewhat higher than prices current. 


Hospitals have increased their charges and 
with justice. Further increases probably will be 
necessary. The final solution must lie in an in- 
creased support from a philanthropic public. 
With the many demands made upon individual 
givers, this support may be disappointing. Hos- 
pitals must present their case frankly and dis- 
passionately to their public. Their public rela- 
tions program should have this as a primary ob- 
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jective. If the case of the hospitals is presented 
honestly and intelligently, the public will make 
their contributions as generously as their funds 
will permit. 


A New “Lanham” Act 


The last Congress wisely passed H.R. 4545, 
introduced by Representative Lanham of Texas. 
appropriating 150 million dollars for needed pub- 
lic welfare construction in “defense areas.” Of 
this amount between 15 and 20 million have been 
allotted to hospital construction. 


Since the declaration of war, it is evident that 
all areas in the United States and its possessions 
are “defense areas” and in order to meet the in- 
creasing requirements for hospital care in volun- 
tary as well as governmental hospitals, additional 
Federal funds must be made available for the nec- 
essary expansion of civilian hospitals. 


The amount requested for grants from the 
funds originally appropriated under the Lanham 
Act was approximately 400 per cent above the 
amount appropriated. Hospitals, of necessity, 
must participate in Federal appropriations for 
construction and rehabilitation purposes, if they 
are to increase their facilities to care for a larger 
number of patients. Practically every hospital 
is filled to to its present capacity, and many have 
a formidable list of patients awaiting admission. 


It is more than probable that new appropria- 
tions will be made under either an amendment 
to the present Lanham Act or under an entirely 
new bill. In either case a definite allotment 
should be made for the purpose of providing ad- 
ditional hospital facilities in all areas where the 
need can be demonstrated. The Joint Advisory 


‘Committee is requesting that this be done. Hos- 


pitals, wherever located, should lend their sup- 
port to this sort of Federal legislation. 





Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


18 East Division Street, Chicago, Illinois, November 29, 1941 


HE meeting of the Board of Trustees of the 
; T ancerice Hospital Association was called to 

order at 10 a. m. Saturday, November 29, by 
President Basil C. MacLean, M.D. 


PRESENT: 
Basil C. MacLean, M.D. 
Asa 8S. Bacon 
Benjamin W. Black, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
James A. Hamilton 
Edgar C. Hayhow 
Stuart K. Hummel 
Henry M. Pollock, M.D. 
Frank J. Walter 
Peter D. Ward, M. D. 
Jessie J. Turnbull, R.N. 
George U. Wood 
Trustee George D. Sheats was absent. 


Approval of Minutes 


VOTED: That the minutes of the meetings of 
September 14, 15, 16, and 17, 1941, be approved. 


Budget Estimate for 1942 


The Executive Secretary presented the budget 
for 1942 and this was discussed in detail. 


1 Additional Office Space 

The Executive Secretary reported that the pres- 
ent quarters of the Hospital Service Plan Com- 
mission had become overcrowded and they had 
requested additional office space. To accede to 
their request would necessitate moving the Amer- 
ican Association of Nurse Anesthetists to another 
part of the building, and there would be an at- 
tendant expense for arranging other suitable 
quarters. The Board were in agreement that 
these arrangements be carried through. 


2 Books On Hospital History 

The appropriation placed at the disposal of 
John E. Ransom in 1939 for the purchase of rare 
historical and other hospital books has been ex- 
pended. It was thought that an additional ap- 
propriation of $250 would be needed to complete 
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the assembling of this valuable collection of lit- 
erature. Mr. Ransom had agreed to turn over 
to the Bacon Library not only books purchased 
with funds appropriated by the Association, but 
also a considerable number of books on the sub- 
ject purchased for his own library. 


VoTED: That in addition to the budget expend- 
iture approved by the Coordinating Committee, 
the Board of Trustees make a special appropria- 
tion of $250 to the Council on Association. Devel- 
opment for the activities of John E. Ransom. 


The Council on Association Development was 
to be instructed that the appropriation was to 
be given to the Library Committee for this pur- 
pose, with the understanding that Mr. Ransom 
would select and purchase the books he required. 


3 Association Employees 

a) Additional Library Employee. The salary 
of the additional Library employee, which in 1941 
was carried under the budget of the Council on 
Association Development, has been transferred 
to the general payroll. 


b) Retirement Plan for Association Employees 

VorTeD: That the proposal of a retirement plan 
for Association employees, as submitted by the 
committee, be tabled with the understanding that 
further consideration would be given the proposal 
when, the financial situation had become more 
settled and when an expression had been secured 
from the employees as to their desire to have 
such a plan inaugurated; that the present Com- 
mittee on Retirement Plans for Association Em- 
ployees be continued, and the Executive Secre- 
tary instructed to have tables prepared and for- 
warded to each member of the Board of Trustees 
showing the cost to the Association and the re- 
turns to the employees. 


c) Payment of Bonus 

VoTED: That the employees of the Association 
be given a bonus of 714 per cent of their salary 
for 1941, with a maximum bonus of $500 to any 
employee. 
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This action of the Board was not to commit 
the Association to the payment of future bonuses. 


4 Budgets of Councils 

VoTED: That the budgets of disbursements of 
the various councils for the fiscal year 1942, as 
approved and submitted by the Coordinating 
Committee, calling for expenditure of $18,425, 
be approved. 


5 Approval of Budget for 1942 


VoTED: That the budget disbursements for the 
fiscal year 1942, as recommended by the Execu- 
tive Secretary, calling for an expenditure of 
$137,308.50, be adopted. 


Remission of Dues of Personal Members 
Called Into Active Service 


VoTED: That the dues of Personal members 
called into active service be remitted during the 
period of such service. 


Approval of Contract for Use of Convention Hall 


VoTED: That the Executive Secretary be au- 
thorized to sign, on behalf of the American Hos- 
pital Association, the contract submitted by the 
Municipal Auditorium Commission for the use 
of the Auditorium in the Municipal Auditorium 
and Community Center Building in the City of 
St. Louis for the convention purposes from Octo- 
ber 8 to 16, 1942. 


Approval of Purchase of Investment Securities 


VOTED: That the purchase of investment secur- 
ities in the amount of 5 per cent of the Asso- 
ciation’s income for 1941 be approved. 


Approval of Committees Selected for Holding 
Elections of Members of the House of 
Delegates 


VOTED: That the committees selected for hold- 
ing elections of members of the House of Dele- 
gates in those states where the state association 
is not affiliated with the American Hospital Asso- 
ciation as a section of the Association, as sub- 
mitted by the Executive Secretary, be approved. 


Apportionment of Delegates 


VOTED: That the apportionment of Delegates 
for the coming quadrennium 1942-1945 be ap- 
proved. 


Government Laws and Regulations Affecting 
Hospitals 
1 Excise Taxes 
The new Excise taxes affecting voluntary hos- 
pitals were discussed. It was felt that the Asso- 
ciation should conduct an active and intensive 
campaign to have these taxes rescinded insofar 
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as they affect hospitals and other educational, 
philanthropic and charitable institutions. 


2 Drafting of Personnel 

Drafting of personnel was discussed. It was 
felt that hospitals should make their representa- 
tions for exemptions with a spirit of willingness 
to cooperate to the fullest extent with the Gov- 
ernment. 


3 Priorities 

The Health Rating Plan had been cooperative 
with hospitals in connection with priorities, and 
they had fared well in comparison with other 
industries. 


4 Shortage of Medical Reserve Officers 

It was reported that there was a shortage in 
the number of medical reserve officers. It was 
felt that hospitals should survey their visiting 
staff and the hospital staff itself in order that 
members might be listed for service. 


5 Approval of Nominations to Advisory Commit- 

tees to Corps Area Surgeons 

President McLean advised that the Surgeon 
General of the United States Army, Major Gen- 
eral James C. Magee, desired “Advisory Commit- 
tees to the Corps-Area Surgeons,” a committee 
for each of the nine Army Corps Areas—each 
committee to have three members, one represen- 
tative each for the American Hospital Associa- 
tion, the Association. of American Medical Col- 
leges, and the American Medical Association. 


VOTED: That President MacLean’s nomina- 
tions as American Hospital Association represen- 
tatives on the “Advisory Committees to the 
Corps-Area Surgeons” be approved. 


It was the sentiment of the Board that the 
headquarters office of the American Hospital As- 
sociation should keep well advised of develop- 
ments along the lines of Excise Taxes, Priorities, 
Personnel Problems, etc., involving hospitals, and 
assist the hospitals to handle these matters them- 
selves. 


Board Representatives In the Approval Program 
for Hospital Service Plans 


President MacLean announced the appointment 
of the following to represent the Board of Trus- 
tees in the approval program for hospital service 
plans: Frank J. Walter, Chairman; Henry M. 
Pollock, M.D., Jessie J. Turnbull, R.N. 


VoTED: That these appointments be approved. 


Suggested Approval Procedure for the Year 1942 


Mr. Walter then submitted the “Suggested Ap- 
proval Procedure for the Year 1942.” The third 
sentence of paragraph 1 was amended to read: 
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“These plans will be recommended to the 
Board of Trustees for ‘reapproval’ provided 
they are responsive to the needs of the com- 
munity and show financial condition and ex- 
perience which protect the interests of sub- 
scribers and member hospitals.” 


With this amendment the Suggested Approval 
Procedure was approved. 


Committee to Review Manuals Before Publication 


The policy was established that all manuals 
issued by the Association were to be approved by 
a committee of three of the Board before their 
publication. President MacLean appointed the 
following to serve as the committee: Asa S. 
Bacon, Stuart K. Hummel, Bert W. Caldwell, M.D. 


VOTED: That these appointments be approved. 
Recommendations of House of Delegates 


In accordance with action of the Board of 
Trustees that at their first meeting after a ses- 
sion of the House of Delegates recommendations 
made by the House of Delegates be reviewed and 
considered, it was reported that the proceedings 
of the House of Delegates had been studied and 
there were no recommendations requiring action 
by the Board of Trustees. 


Resolutions of the Committee On Coordination 
of Activities 


1 Survey of Hospital and Clinic Personnel 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Govern- 
ment Relations and the Coordinating Committee 
that the survey of hospital and clinic personnel 
by the United States Public Health Service and 
the American Hospital Association. be expedited 
by authorizing the Executive Secretary to deal 
directly with the United States Public Health 
Service. 


2 Deferment of Medical Personnel 

VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee (a) to endorse the plan in relation to de- 
ferment of medical personnel, as developed at the 
conference in Washington on October 3, 1941, 
called by the National Selective Service, and (b) 
to empower the President of the American Hos- 
pital Association, in response to an invitation 
already received from the Surgeon General of the 
Army, to nominate a member of the Association, 
residing in each of the nine U. S. Army Corps- 
Areas, to serve upon the Advisory Committee to 
the Corps-Area Surgeon of the member-ap- 
pointee’s respective Corps-Area. 
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3 Rehabilitation of Remedial Defects in Selective 

Service Registrants 

VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Commit- 
tee that the President of the Association be em- 
powered to appoint, upon receipt of nominations 
from the Council on Government Relations, a 
Committee to cooperate with National Selective 
Service in relation to its development of a pro- 
gram for rehabilitation of remedial defects in 
Selective Service registrants who have been re- 
jected because of such defects, and that this Com- 
mittee, when appointed, shall report to the Coun- 
cil on Government Relations. 


4 Legislative Reports 

VoTED: That the Chairman of the Council on 
Government Relations be provided with copies 
of all pertinent legislation introduced into Con- 
gress and periodic reports on all such legislation. 


A subscription for this legislative service was 
to be entered and sent to Doctor Claude W. 


Munger direct. 


5 Lanham Bill 
The resolution 
“that the Board of Trustees be asked to ap- 


prove the recommendation of the Council on 
Government Relations and the Coordinating, 
Committee that funds for Lanham Bill pur- 
poses should continue to be appropriated for 
increased hospital facilities if needed in de- 
fense areas,” ; 


was referred back to the Council on Government 
Relations until such time as, if and when, an 
amendment to the Lanham Bill be introduced into 


the Federal Congress. 


6 Nursing Education 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Govern- 
ment Relations and the Coordinating Committee 
that the expansion of nursing education be con- 
tinued to keep the enrollment of nursing schools 
up to the needs of the country, and that the pro- 
gram of Government aid to schools of nursing 
be continued for the duration of the emergency. 


7 Reimbursement of Voluntary Hospitals Caring 

for Public Charges 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Govern- 
ment Relations and the Coordinating Committee 
that voluntary hospitals caring for public charges 
be reimbursed by the governmental unit respon- 
sible in direct relationship to a reasonable per 
diem cost of the hospital service rendered. 


8 Inclusion of Voluntary Hospitals in Future 
Programs of Public Works 
VoTED: That the Board of Trustees approve 
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the recommendation of the Council on Govern- 
ment Relations and the Coordinating Committee 
that the American Hospital Association request 
full inclusion of voluntary hospitals in any future 
program of public works, and that a Committee 
on Post-War Public Works and Work Relief Pro- 
grams as Related to Voluntary Hospitals be au- 
thorized for appointment under an appropriate 
Council, to formulate plans so that after the pres- 
ent emergency hospitals will be in a position to 
inform the Government of voluntary-hospital 
needs, under any public works program. 


9 Inclusion of Hospital Employees Under Old- 
Age Retirement Plan of Social Security Act 
VOTED: That the Board of Trustees approve the 

recommendation. of the Council on Government 

Relations and the Coordinating Committee that 

the Association reaffirm its endorsement of the 

President’s plan to include employees of hospitals 

under the old-age retirement plan of the Social 

Security Act, but that it does not endorse inclu- 

sion of hospitals under unemployment benefits 

inasmuch as hospitals do not have an unemploy- 
ment problem, and that the President of the 

United States and the Social Security Adminis- 

trator be informed of this resolution. 


10 Assignment of Committees to Councils 


VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Commit- 
tee that in accordance with the intent of the for- 
mer Committee on Membership Structure and 
Association Relations and the present Association 
By-Laws, any Committee formed or to be formed 
that properly can be assigned to any one of the 
Councils be so assigned. 


11 Hospital Service Plan Section Created 

VOTED: That the Board of Trustees approve 
the recommendation of the Coordinating Commit- 
tee that the Hospital Service Plan Session and 
Round Table be made regular program sections 
of the annual convention. 


12 Food Cost Accounting System 


VOTED: That the Board of Trustees approve 
the recommendation of the Council on Adminis- 
trative Practice and the Coordinating Committee 
that material for a food cost accounting system 
be prepared in cooperation with the American 
Dietetic Association. 


13 Psychological Rating Study 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Adminis- 
trative Practice and the Coordinating Committee 
that the Psychological Rating Study, under the 
direction of Edgar C. Hayhow, be continued. 
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14 Purchasing Institute 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Adminis- 
trative Practice and the Coordinating Committee 
that the Committee on Purchasing proceed with 
arrangements for an Institute on Purchasing in 
1942. 


15 McGill Commodity Service 

VOTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that the McGill Commodity Service be con- 
tinued for another year. 


16 Committee on Relations of Blue Cross Plans 
to Hospital Administration 
VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Commit- 
tee and authorize the appointment of a Commit- 
tee on Relations of Blue Cross Plans to Hospital 
Administration. 


17 Committee to Work with N.L.N.E. Assigned 

to Council on Professional Practice 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that the committee appointed to work with the 
National League of Nursing Education be as- 
signed to the Council on Professional Practice, 
with the understanding that it report directly to 
this Council. 


18 Request for Medical Record Librarian Section 

VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Commit- 
tee that if feasible there be authorized a Medical 
Record Librarians Section for the annual conven- 
tion program. 


The Executive Secretary was to discuss this 
subject with Doctor Malcolm T. MacEachern. 


19 Committee on Plasma Banks 

VOTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee and authorize the appointment of a Com- 
mittee on Plasma Banks, under the Council on 
Professional Practice. 


20 Approval of Report on “Out-Patient Care for 
the Needy” 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Public Edu- 
cation and the Coordinating Committee that the 
report entitled “Out-Patient Care for the Needy,” 
prepared by the Joint Committee of the Ameri- 
can Hospital Association and the American Pub- 
lic Welfare Association, published in the April 
and May issues of HOSPITALS, and as amended, 
be approved. 
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21 Committee to Study Minimum Quality Stand- 
ards and Accounting Problems of Out-Patient 
Cost 

VoTED: That the Board of Trustees approve 

the recommendation of the Council on Public 
Education and the Coordinating Committee that 
a subcommittee cooperating with the Joint Com- 
mittee of the American Hospital Association and 
the American. Public Welfare Association be ap- 
proved for the purpose of making a study in con- 
nection with minimum quality standards and ac- 
counting problems of out-patient cost. 


22 Joint Program of Public Education 

VoTED: That the Board of Trustees approve 
the report of the Council on Public Education 
and the Public Education Committee of the Hos- 
pital Service Plan Commission, concerning a joint 
program of public education. 


23 National Hospital Day Committee 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Public 
Education and the Coordinating Committee that 
the activities of the National Hospital Day Com- 
mittee of the Council on Public Education be co- 
ordinated with the Joint Education Program. 


24 Manual on Dental Care in Hospitals 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that the Manual on Dental Care in Hospitals be 
approved and published, subject to the approval 
of the Trustee committee. 


25 Public Education Session Authorized 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Public 
Education and the Coordinating Committee that 
a Public Education Session for the annual con- 
vention program be authorized. 


26 Revised Manual on Association Development 

VoTED: That the Board of Trustees approve 
the recommendation, of the Council on Association 
Development and the Coordinating Committee 
that the publication of a revised Manual on Asso- 
ciation Development be authorized. 


27 Desirability of Manual on Laboratory Pro- 

cedures to be Explored 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that Doctor Robin C. Buerki be authorized to ex- 
plore the desirability of the preparation and pub- 
lication, in cooperation with the American Asso- 
ciation of Clinical Pathologists, of a manual on 
laboratory procedures. 
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28 Manual on Physical Defense of Hospitals 
VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that the Manual on Physical Defense of 
Hospitals bé referred to Doctor George Baehr’s 
Subcommittee of the Committee on Civilian De- 


’ fense with a view to possible revision and pub- 


lication by this Committee, it being understood 
that sufficient copies will be made available to 
the American Hospital Association for its mem- 
bership. 


29 Contributions to the Library 

VoTED: That the Board of Trustees approve 
the recommendation, of the Council on Associa- 
tion Development and the Coordinating Commit- 
tee that all money contributions to the Library 
be used for the purposes of the Library and re- 
main intact until the Library Committee, acting 
through the Council on Association Development 
and the Coordinating Committee, authorizes ex- 
penditure, and that such money continue to be 
available to the Library Committee until ex- 
pended and not revert at the end of any fiscal 
period to any other fund. 


The Board advised that it was the established 
practice of the Association. to segregate gifts 
madé to the Association for specific purposes and 
to retain these funds until their expenditures 
were authorized by competent authority. The 
Board of Trustees emphasized that it had a fiscal 
responsibility for all monies and property of the 
Association. 


30 Excise Taxes 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Govern- 
ment Relations and the Coordinating Committee 
that the Board of Trustees take appropriate and 
vigorous action to relieve hospitals of the present 
and any future taxes in relation to the recent Ex- 
cise Taxes that have been imposed. 


31 Purchasing Section 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Admin- 
istrative Practice and the Coordinating Commit- 
tee that one of the Administrative Sections on the 
annual program be changed to a Purchasing Sec- 
tion. 


32 Accounting Section 

VoTED: That the Board of Trustees approve 
the recommendation of the Council on Adminis- 
trative Practice and the Coordinating Committee 
that the Business Management Section of the an- 
nual program be changed to the Accounting Sec- 
tion. 
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33 Medical Staff Section 

VOTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that the Intern and Residency Section on the an- 
nual program be changed to the Medical Staff 
Section, this to be done on an experimental basis 
for one year. 


Council Committees 


A list of the appointments to the various com- 
mittees of the Councils was submitted, and ap- 
proved by the Board. 


Officers of Program Sections and Sessions 


A list of the appointees as officers of the vari- 
ous program sessions and sections was submit- 
ted, and approved by the Board. 


Proffered Contribution for Preparation of Film 


President MacLean announced that the Hospi- 
tal Service Plan Commission had been proffered 
$15,000 by the Simmons Company for the prep- 
aration of a film comparable to the film “Worries 
Away,” the only stipulation being that appropri- 
ate credit be given. in the title of the film to the 
effect that funds for the film were provided by 
the Simmons Company. 


Code of Hospital Ethics 


It was reported that the Code of Hospital Ethics 
had been revised and condensed and was ready 
for publication. Inasmuch as the Committee on 
the Code of Ethics was a joint committee with 
the American College of Hospital Administrators, 
the College were to participate in the expense 
of publication. 


VoTED: That the Code of Hospital Ethics be 
approved, and that it be published subject to the 
approval of the committee of the Board. 


Accreditation of Schools of Nursing 


President MacLean read a letter from Miss 
Stella Goostray, President of the National League 
of Nursing Education, in which she advised that 
the Board of Directors of the National League 
of Nursing Education had formed a special com- 
mittee with representatives from selected or- 
ganizations to act as a policy-forming committee 
for the direction of the accreditation program of 
the League. The membership of this committee 
included one representative appointed by each of 
the following: American College of Surgeons, 
American Medical Association, American Nurses 
Association, National Organization for Public 
Health Nursing, Association of Collegiate Schools 
of Nursing; three representatives from the 
American Hospital Association, three represen- 
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tatives from the National League of Nursing 
Education, with the President of the National 
League of Nursing Education as ex-officio mem- 
ber. The American Hospital Association mem- 
bers appointed to this committee were N. W. 
Faxon, M.D., Chairman, Joseph G. Norby, Joe 
R. Clemmons, M.D., Robin C. Buerki, M.D., ex 
officio. 


VOTED: That the Board of Trustees accept as 
satisfactory the proposed Committee on Nursing 
Accreditation. 


Miss Goostray was to be advised that the 
American Hospital Association approved in prin- 
ciple the program of accreditation, provided, how- 
ever, that the program be directed by the joint 
board or a committee satisfactory to the Board 
of Trustees of the American Hospital Associa- 
tion. The Board of Trustees interpreted this to 
mean the joint committee would develop the de- 
tails of the program and its administration. 


Request for Group Membership Not Approved 


Asa S. Bacon, chairman of the Membership 
Committee, reported that the Committee had 
carefully studied the request of E. E. King, sec- 
retary of the Missouri Hospital Association, and 
had decided it could not recommend special rates 
for state and municipal institutions, and that the 
Council on Association Development approved this 
action of the Committee. 


VOTED: That the Board of Trustees approve 
the recommendation, of the Membership Commit- 
tee that no reduction be made in membership dues 
to the group of institutions in St. Louis. 


Transfer of Funds to Surplus Account 


Asa §S. Bacon, Treasurer, reported that the 
auditor recommended the closing of the Life 
membership and the Initiation Fees-Capital ex- 
penditures fund accounts and that they be trans- 
ferred to the Surplus. The Donors and Bene- 
factors Fund was to remain intact. 


VoTED: That in compliance with the recom- 
mendation of the auditors the liabilities to the 
Life membership fund, amounting to $1910.57, 
and to the Initiation fees-Capital expenditures 
fund, amounting to $6202.78, a total of $8113.35, 
be transferred from these two funds for special 
purposes to Surplus. 


Next Meeting 


The next meeting of the Board of Trustees will 
be held in February at the call of the President. 
Respectfully submitted, 

BERT W. CALDWELL, M.D., 
Executive Secretary 
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Beginnings of Hospitals in United States—Part Il 


JOHN E. RANSON 


Smallpox Hospitals 


The care of patients who were being inocu- 
lated against smallpox was another purpose for 
which early hospitals were established, particu- 
larly in New England. 


Inoculation against smallpox was introduced 
into America through the efforts of the Rev. 
Cotton Mather and Dr. Zabdiel Boylston. A 
smallpox epidemic broke out in Boston in 1721. 
It is difficult for us who have the protection of 
vaccination to appreciate the horror and fear 
which such an epidemic created. Cotton Mather 
had in some way learned about the practice of 
inoculation in England. Doctor Boylston was a 
successful Boston practitioner. Mather urged 
Boylston to try inoculation. In June, 1721, he 
inoculated his 6-year-old son and two Negro serv- 
ants. There were protests voiced by other phy- 
sicians, the press, and the public. Doctor Boyls- 
ton later published an account of his experience 
with inoculation. He stated that in the epidemic 
of 1721-1722 there were 5759 cases of smallpox in 
Boston with 844 deaths—a mortality rate of 14 
per cent. There were 286 patients inoculated 
against the disease, with six incidental deaths— 
less than 2 per cent. After the success of this 
method of immunization had been demonstrated, 
small hospitals for the care of patients recover- 
ing from the effects of inoculation were estab- 
lished in many towns. 


On Doctor Boylston’s death, Dr. Thomas As- 
pinwall took up the work. He had a private hos- 
pital in Brookline. When vaccination was de- 
veloped as a safer and more effective immuniza- 
tion procedure than inoculation, Doctor Aspin- 
wall recognized its superiority, gave up the prac- 
tice of inoculation and closed his hospital. 


Early Isolation Hospitals 


Inoculation hospitals were established in sev- 
eral other of the Colonies. Dr. Henry Steven- 
son operated one in Baltimore; several were 
opened in Charleston in 1763. There were sev- 
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eral in Virginia in 1779. In the August 8, 1800, 
issue of the Virginia Argus, James Walker made 
the following announcement— 


“The fall inoculation for Smallpox will 
begin at my hospital in the County of Buck- 
ingham. Prices a guinea for whites, fifteen 
shillings for blacks.” 


Proprietary Hospitals 


There were at least two private or proprietary 
hospitals in Virginia prior to the Revolution. 
Blanton, in his Medicine in Virginia in the Eigh- 
teenth Century, says— 


“One of the early private hospitals in Vir- 
ginia was conducted by Col. Jesse Brown, 
said to have been an ‘accomplished surgeon 
whose death was universally regretted.’ Our 
knowledge of this hospital is limited to men- 
tion of it in Purdie and Dixon’s Virginia 
Gazette, for January 3, 1771, where an ad- 
vertisement stated that Doctor Brown’s son, 
Dr. Samuel Brown, had moved to Southamp- 
ton County and proposed to continue the op- 
eration of his father’s hospital and to prac- 
tice surgery there. 


“Dr. William Cabell, who died in 1774, con- 
ducted a hospital near his home in Amherst 
County and made a specialty of surgery, at- 
taining considerable reputation as an ampu- 
tator of arms and legs.” 


Early South Carolina Hospitals 


In 1734, the Vestry of St. Philip’s Parish, 
South Carolina, in which parish, Charleston, then 
a town of five or six hundred houses, was located, 
petitioned the governor for permission to bring 
in a bill— 


“for appropriating as much of the square 
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Piece of Ground belonging to the Publick in 
Charlestown, as may be necessary whereon 
to erect proper buildings for the use of a 
Public Work-house and Hospital, and for au- 
thorizing your Petitioners to Erect such 
Buildings on the same at their own proper 
Cost and Charge . . . Parish Officers are now 
often obliged to take up with very poor Ac- 
commodations of Lodgings, &c, for Sick Per- 
sons, and at extravagant Price, to the great 
trouble of such officers, Suffering of the Sick 
Persons, and enhancement of the Parish 
Charge.” 


Prior to this time it had been the custom in 
South Carolina to provide for sick persons in the 
private homes of citizens and to pay out of par- 
ish funds sums agreed upon for their board, room 
and nursing care. Evidently parsonages were oc- 
casionally used as hospitals. A French minister 
at St. James, Santee, is quoted as expressing his 
dissatisfaction with this custom in these words— 


“T am obliged without charity to assist the 
sick poor people and to keep physic to cure 
her. Some time these be at my charge two 
months before she recovered her health.” 


It is to be hoped that the care he provided for 
his unwelcome patients was better than the Eng- 
lish in which he phrased his complaint. 


St. Philip’s Hospital, Charleston 


The petition of the St. Philip’s Vestry resulted 
in the passage of an Act authorizing it to raise 
a maximum of 2000 pounds for the current year 
and 1000 pounds annually thereafter and to con- 
struct thereon a “good, substantial, and con- 
venient Hospital, workhouse and House of Cor- 
rection.” 


This is an early example of the custom of hous- 
ing in the same building or in adjacent buildings 
on the same grounds, patients, paupers and pris- 
oners, a system which may have some merit from 
the point of view of financial economy but which 
has many undesirable features. It is a system 
which has persisted in some localities down to the 
present day and interferes with the full use of 
the hospital facilities in such a setup. This is 
because of the fact that in the minds of many 
people the stigma that attaches to being a resi- 
dent of the almshouse or the prison attaches 
itself to being a patient in the hospital. 


This hospital was probably opened in 1738 and 
thus antedates by 13 years the Pennsylvania Hos- 
“pital, the institution which has the most valid 
claim to being the oldest, though of course not 
the first, hospital in the United States. 
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St. Philip’s Hospital had a very interesting his- 
tory, much of which is recorded in the unpub- 
lished account book of the Vestry of the St. 
Philip’s Church. It seems to have served mostly 
chronic patients. By 1789, the care of the poor 
had passed from the hands of the Church into 
those of the civil authorities and after that date 
there is no mention of the hospital in the archives 
of the parish. Consequently, the date of the dis- 
continuance of its service to the sick is not known. 


Pennsylvania Hospital, Philadelphia 


The Pennsylvania Hospital is quite generally 
recognized as the oldest institution for the care of 
the sick in the United States. It owes its exist- 
ence largely to the efforts of two men, though 
others helped. These two gentlemen, neither of 
whom was a native Philadelphian, are Dr. Thomas 
Bond and Benjamin Franklin. 


Thomas Bond was born in Calvert County, 
Maryland, in 1712. He began the study of medi- 
cine with Dr. Alexander Hamilton in Annapolis. 
There was no medical school in the Colonies and 
unless a young man who planned to become a 
physician had sufficient money with which to go 
abroad to study in one of the English or conti- 
nental schools, he studied with some local prac- 
titioner until he thought he had acquired enough 
knowledge to enable him to begin practicing; he 
then hung out his shingle and began. There was 
no hospital in which he could take an internship. 
He did not need a license to practice, for none 
was required. The first act to regulate the prac- 
tice of medicine and surgery was a local ordi- 
nance of New York City, enacted in 1760; New 
Jersey followed with a similar regulation in 1772. 
He could not use a medical library, for there was 
none until in 1762, when one was established in 
the Pennsylvania Hospital. He did not read med- 
ical journals, nor belong to a medical society— 
there were none. If he had forethought and in- 
dustry he probably planted a garden of medicinal 
herbs and from them prepared many of the medi- 
cines he used. When he became sufficiently well 
known and successful to attract apprentice stu- 
dents he used their time in the early stages of 
their training to compound the drugs and medi- 
cines which he used and perhaps sent them to 
the woods and fields to gather Jimpson weed for 
his asthmatic patients, poke berries for the treat- 
ment of chronic sores, sour dock for the itch, 
blackberry roots, dogwood bark, elderberries and 
goldenrod for dysentery, juniper berries, not for 
bathtub gin, but for worms (we now call them 
intestinal parasites), boneset for ague and con- 
sumption and the roots, bark, leaves and fruit 
of many cther plants. He used his medicines 
very liberally on the assumption that if a little 
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was good, a lot was better. It was only as home- 
opathy later became a rival school of medical 
theory and practice that the overdosing of pa- 
tients began to abate. 


The father of Thomas Bond, being evidently a 
man of means, sent both Thomas and his brother 
Phineas to study in medical schools in England, 
Scotland, and in Paris. These schools were affili- 
ated with hospitals and young Bond learned the 
value of institutional provision for the care of 
the sick. He made the acquaintance of the 
wealthy and able Quaker physician, John Fother- 
gill, who was later to help him and William Ship- 
pen establish America’s first hospital and earliest 
medical school. 


Returning to America, Bond set himself up as a 
general practitioner in Philadelphia in 1734. His 
brother Phineas joined him four years later. 


Bond felt that there ought to be a hospital in 
Philadelphia and began to try to interest his 
friends and acquaintances in the idea. There 
were not the same incentives to hospital building 
then as now. There were really only two mo- 
tives that could be appealed to, philanthropy and 
protection. No one thought of a hospital for 
private patients. Such an institution was only 
for the poor, the homeless, and the stranger. 
Then there were lunatics who if institutionalized 
would be less dangerous to the community. Bond, 
though a good doctor, was evidently not the man 
to arouse sufficient public interest in his project to 
enable him to secure the necessary money. But 
he did have the good sense to seek out the one 
man among his friends who could put the project 
across. That man was Benjamin Franklin, the 
most prominent citizen of Philadelphia, if not of 
America as a whole. Franklin tells how he did 
it, in his Autobiography. He says— 


“But with a total of less than 5000 pounds, 
the managers, most of them substantial 
Quakers, must have had great faith in Provi- 
dence to enable them to proceed with their 
undertaking. 


“First, they needed a site and since the 
Penn family owned much land in the town, 
an appeal was made to them for a plot of 
ground which they thought suitable. But 
they failed to obtain it. On the other hand, 
the Penns offered them another parcel of land, 
but this they declined as it was swampy and 
adjacent to a brick yard. Then, too, the 
Penns attached a string to their proposed gift, 
that the land should revert to them upon any 
failure in succession of the contributors to 
the hospital. 


“Not successful in obtaining the gift of a 


suitable site, they spent 500 pounds of their 
capital for one. To this the Penns, several 
years later, gave the adjacent strip complet- 
ing the square—8th to 9th, Spruce and Pine 
—which has ever since been occupied by the 
Pennsylvania Hospital. 


“The managers, however, decided not to 
wait until they could erect a building to begin 
caring for the sick and insane. In 1751 they 
rented a house for 40 pounds a year, spent 
150 pounds for repairs, hired a nurse or maid 
at 10 pounds a year, appointed the two Bonds 
and Dr. Lloyd Zachary as attending staff 
without pay, and admitted their first two 
patients—one sick and the other crazy. 


“Plans for the building were drawn by one 
of the managers and an appropriation of 
3000 pounds made for its construction and 
furnishing. It was completed and on De- 
cember 17, 1756, the patients were trans- 
ferred to the new building.” 


Franklin’s part in this project is worthy of 
note. This ingenious Yankee who early in life 
moved from Boston, the Hub of the Universe, to 
Philadelphia, the City of Brotherly Love, was the 
founder of, or assisted in founding, a number of 
organizations and institutions for the promotion 
of philanthropic, cultural, and scientific interests. 
At the time when Bond and his associates were 
unsuccessfully attempting to arouse interest in 
and obtain contributions for the hospital they 
wished to establish, Franklin, then 46 years of 
age, was Philadelphia’s most distinguished and 
influential citizen and editor and publisher of a 
local newspaper. It was but natural that they 
should turn to Franklin for assistance. What he 
did to help is stated briefly and succinctly by 
Doctor Stuber in his Works of Dr. Benjamin 
Franklin, published in 1848. He says: 


“About the year 1752, an eminent physi- 
cian of this city, Dr. Bond, considering the 
deplorable state of the poor, when visited 
with disease, conceived the idea of establish- 
ing an hospital. Notwithstanding very great 
exertions on his part, he was able to interest 
few people so far in his benevolent plan to 
obtain subscriptions from them. Unwilling 
that his scheme should prove abortive, he 
sought the aid of Franklin, who readily en- 
gaged in the business, both by using his in- 
fluence with his friends, and by stating the 
advantageous influence of the proposed in- 
stitution, in his paper. These efforts were at- 
tended with success. Considerable sums were 
subscribed; but they were still short of what 
was necessary. Franklin now made another 
exertion. He applied to the Assembly, and, 


HOSPITALS 





after some opposition, obtained leave to bring 
in a bill, specifying, that as soon as 2000 
pounds were subscribed, the same sum should 
be drawn from the treasury by the speak- 
er’s warrant, to be applied to the purposes 
of the institution. The opposition, as the 
sum was granted on a contingency, which 
they supposed would never fake place, were 
silent, and the bill passed. The friends of the 
plan now redoubled their efforts to obtain 
subscriptions to the amount stated in the 
bill, and were soon successful. This was the 
foundation of the Pennsylvania Hospital, 
which, with the Bettering-House and Dispen- 
sary, bears ample testimony to the human- 
ity of the citizens of Philadlephia.” 


Franklin’s bequest to the hospital which he 
helped found is such an interesting example of 
gifts to hospitals, which gifts are found to be of 
doubtful value, that it may be of interest to 
quote from the will he made in 1788, two years 
before his death and from the minutes of a meet- 
ing of the contributors, related to the bequest. 
The quotation from the will is as follows: 


“During the number of years I was in 
business as a Stationer, Printer and Post 
Master a great many small sums became due 
to me for books, advertisements, postage of 
letters and other matters which were not col- 
lected when in 1757 I was sent to England 
by their Assembly as their Agent and by sub- 
sequent appointments continued there until 
1775, when on my return I was immediately 
engaged in the Affairs of Congress and sent 
to France in 1776, where I remained Nine 
Years, not returning till 1785; and the said 
debts not being demanded in such length of 
time are become in a manner obsolete, yet 
are nevertheless justly due. These, as they 
are stated in my great folio ‘Ledger E,’ I be- 
queath to the Contributors of the Pennsyl- 
vania Hospital, hoping that those debtors 
and the descendants of such as are deceased 
who now as I find make some difficulties of 
satisfying such antiquated demands as just 
debts may however be induced to pay or 
give them as Charity to that excellent Insti- 
tution. I am sensible that much must in- 
evitably be lost but I hope something con- 
siderable may be recovered. It is possible 
too that some of the Parties charged may 
have existing old unsettled Accounts against 
me, in which case the Managers of the said 
Hospital will allow and deduct the Amount 
or pay the balance if they find it against. me.” 


The extract from the minutes of the Contribu- 
tors reads: 


second oldest hospital. 
ing history. 


rine hospital. 
Spotswood had 


ment of Dr. Benjamin Franklyn deceased was 
read, which has already been inserted under 
the Minutes of 5 mo. 31, 1790. 


“The Minutes of the Managers respecting 
the Case were then read, likewise the Report 
of the Committee appointed by them to ad- 
just the balances of the said Ledger and the 
answers they received from a number of Per- 
sons to whom they have applied and who ap- 
pear to be in debt; An alphabetical List of 
the debts taken by the same Committee was 
also inspected and a general view of the 
Ledger taken by the Contributors, from 
which it appears that many of the debts are 
small, numbers of them due from Persons 
unknown, and all of them from thirty to 
sixty years old, which precludes every hope 
of recovering as much as will answer the de- 
mands exhibited against the decedent; it is 
therefore the UNANIMOUS OPINION OF 
ALL THE CONTRIBUTORS PRESENT 
THAT THIS LEGACY CANNOT WITH 
SAFETY BE ACCEPTED. 


“Nevertheless being gratefully sensible of 
the active part which Doctor Franklyn took 
in promoting the Institution and having ex- 
perienced the benefits of his benevolent Ex- 
ertions for the Interests thereof on various 
occasions, they lament the Necessity they 
are under of declining to accept a legacy 
from which the Doctor expresses a hope that 
something considerable might be recovered 
but which the Contributors have great rea- 
son to believe will never be the Case; Under 
these Impressions it is agreed that the Man- 
agers should return the Ledger to Doctor 
Franklyn’s executors with a Copy of this 
Minute. 

Signed in behalf and by desire of the Con- 
tributors. 
James Pemberton, President.” 


The New York Hospital, now a part of the 
New York Hospital-Cornell Medical Center, is our 
It has had much interest- 


Early Virginia Hospitals 


Virginia early recognized the need for a ma- 
Before 1705, Lt. Gov. Alexander 


“urgently recommended that a hospital with 
every convenience obtainable in those times 
should be built as a part of the fort at Point 
Comfort for the use of sailors needing med- 
ical or surgical attention.” 


I quote the following from Blanton’s Medicine 
in Virginia in the Eighteenth Century: 


“An extract from the last will and Testa- 
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“On April 15, 1708, the council ordered 
‘that a house be hyred for accommodation of 
the sick men belonging to her Majesty’s 
Ship, the Garland, and that the Rent of the 
said house be paid out of her Majesty’s Rev- 
enue of two shillings per hogshead and it is 
recommended to Collo. William Wilson to 
provide a house accordingly.’ 


“However it was not until 1780 that steps 
were taken to establish a permanent marine 
hospital. In that year the Commonwealth 
of Virginia by act of its Assembly provided 
for the establishment of a hospital for sick 
and disabled seamen by a direct tax on sail- 
ors and mariners. Nothing more was done 
until 1787, when another act provided that 
‘whereas that the tax imposed on seamen 
hath produced a fund sufficient for the pur- 
pose of erecting a hospital’ the Governor be 
authorized to appoint 7 commissioners to 
erect a hospital at Washington, Norfolk Co. 
Work on the hospital was accordingly started 
but from the beginning its funds were in- 
adequate. In 1790 the Assembly author- 
ized the sale of the building. Apparently no 
purchaser was found for in 1794 a tax of 30 
cents for the support of the hospital was 
levied on every sailor who entered ports of 
the State. 


“In spite of the tax the finances of the in- 
stitution remained in a deplorable condition, 
and in the same year, James Taylor, Sr., 
wrote the Governor on behalf of the Com- 
missioners, urging prompt action by the As- 
sembly, to meet the deficiency in funds which 
had prevented the completion of the work 
and had made it impossible for the Com- 
missioners to keep their contract with the 
builder. Even then, apparently, the funds 
were not forthcoming, for an act of 1798 of- 
fered to cede the building to the United 
States for a marine hospital if the Federal 
Government would pay the balance due on 
the contract. In 1800 the Government ac- 
cepted the hospital on the conditions pro- 
posed by Virginia, and it became the first 
Federal institution of its kind in the country. 


“The hospital was operated by the United 
States Government until the War between 
the States, when the Confederates took it 
over and used it as barracks. At the evacu- 
ation of Norfolk it fell into Federal hands 
and was converted by them into an army 
hospital. It continued to serve this purpose 
until the Fall of 1862. After that the build- 
ing seems to have remained in disuse until 
1875. In that year, under an act of Con- 
gress of 1866, which provided for the sale of 


all marine hospitals whose admission rate 
had fallen below 20 cases per annum, it was 
sold by the Secretary of the Treasury. 


“From its very beginning at Ferry Point, 
Virginia, the marine hospital movemet has 
expanded until today (1931) there are 26 
first class marine hospitals in the United 
States, caring annually for nearly 400,000 
patients. Although the celebrated Green- 
wich Hospital in England was established at 
an earlier date, it was essentially a military 
institution designed to serve the Royal Navy 
exclusively. The Ferry Point institution not 
only was the oldest marine hospital in the 
country, but marks the beginning by the 
United States Government of a service whose 
efficiency and organization have been ad- 
mired and copied on two continents.” 


The First Mental Hospital 


The credit for founding the first state supported 
hospital for the care of persons with mental dis- 
eases, is due in large measure to one man, Sir 
Francis Fauquier, Governor General of His Maj- 
esty’s Colony of Virginia, who seems to have 
been familiar with the hospitals of England, such 
as Bedlam, which are publicly supported. In his 
annual speech on Thursday, November 6, 1766, 
he addressed the House of Burgesses in these 
words: 


i 


“It is expected I should also recommend 
to your consideration and humanity, a poor 
unhappy set of people, who are deprived of 
their senses and wander about the country 
terrifying the rest of their fellow creatures. 
A legal confinement and proper provision 
ought to be appointed for these miserable 
objects.” 


This eloquent appeal was received by the Bur- 
gesses with humble thanks, and on November 
20, 1766, a resolution was passed 


“That a Hospital be erected for the recep- 
tion of persons who are so unhappy as to be 
deprived of their reason.” 


It was also ordered 


“That the Committee of Proposition and 
Grievances do prepare and bring in a bill or 
bills pursuant to the above resolution.” 


However, no action was taken. In his speech 
in adjourning the House, on April 11, 1767, the 
Governor quoted the resolution of the previous 
session in regard to this, and stated that since 
that time nothing had been done about it. This 
move of Sir Francis brought the desired result, 
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as on June 4, 1770, Mr. Bland presented to the 
House, according to order, a bill to 


“make provision for the support and main- 
tenance of idiots, lunatics, and other persons 
of unsound minds.” 


The bill was received and read the first time 
and about three days later, June 7, 1770, was 
passed. 


Prior to the Revolution of 1776, which dis- 
solved the relations between the parish vestries 
and the state, the custody of the pauper insane 
and the relief of the poor in Virginia, belonged 
to the vestries of the Established Church, which 
was the Church of England. That the colony 
early felt the dependence of these unfortunates 
upon her bounty is clearly shown by an act passed 
by the House of Burgesses in the tenth year of 
the reign of George III, 1769, entitled 


“An Act to Make Provision for the Sup- 
port, Maintenance of Idiots, Lunatics, and 
Other Persons of Unsound Mind.” 


“The Public Hospital for Persons of Insane and 
Disordered Mind,” which had been incorporated 
the previous year, 1768, was, as a result of this 
act, opened for the reception of “idiots, lunatics 
and persons of unsound minds,” on October 12, 
1773. This hospital, now known as the Eastern 
State Hospital, is the oldest hospital in the 
United States to be used exclusively for the care 
of the insane. 


The General Assembly placed the creation of 
the institution in the hands of distinguished citi- 
zens: Thomas Nelson, Jr., was one of the sign- 
ers of the Declaration of Independence, served 
with distinction in the Revolutionary War, and 
was Governor of Virginia in 1781; George Wythe 
was a signer of the Declaration of Independence, 
and Professor of Law at William and Mary Col- 
lege; Peyton Randolph was President of the first 
Continental Congress in 1774; Benjamin Waller, 
John Blair, William Nelson, John Randolph, Dud- 
ley Diggs, and John Tazewell. A purchase of land 
was made from Thomas Walker, and upon it was 
erected a building two stories high. The plan 
was furnished by Robert Smith of Philadelphia, 
and its date reads April 9, 1770. The 1200 pounds 
originally appropriated not being sufficient to 
purchase the land and complete the buildings, the 
general assembly in February, 1772, passed an 
act authorizing the treasurer of the colony to 
pay to the court of directors 


“a further sum, not exceeding 800 pounds, 
to be by them applied towards finishing the 
said hospital, making enclosures for the pa- 
tients to walk and take air in, after their 
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reception, and defraying the other incidental 
charges.” 


On September 14, 1773, at a meeting of the 
court of directors, the president informed the 
court that the hospital was completed, where- 
upon the court proceeded to examine the said 
hospital, and finding it finished according to 
agreement, it was received by Benjamin Powell, 
the “undertaker.” At the same meeting James 
Galt was appointed keeper of the hospital, and 
he was referred to the general assembly for such 
salary as his services should be thought to merit. 


On October 12, 1773, the first meeting of the 
court of directors for the reception of patients 
was held. Two cases were taken into considera- 
tion, one from the County of Hanover and the 
other from the County of New Kent. The court 
being of the opinion that they were persons of 
insane and disordered minds, they were received 
in the hospital. At this meeting the keeper of 
the hospital was ordered to call on Dr. John 
DeSequeyra 


“to visit such persons as shall be brought 
to the hospital on their first reception, and 
at such other times as may be necessary.” 


The first patient was received on April 28, 1774, 
the charge of his maintenance being 15 pounds a 
year. 


From the time of its incorporation up to 1841, 
the institution was known as the “Public Hos- 
pital,” sometimes as the “Lunatick Hospital,” and 
at times spoken of as the “Mad House.” There 
is now in the library of William and Mary Col- 
lege a map of the City of Williamsburgh dated 
1780, on which the hospital is designated as the 
“Madhouse or Bedlam.” By an act of legislature, 
passed on March 6, 1841, the name was changed 
to the Eastern Lunatic Asylum, and not until 
February 22, 1894, was the name changed to the 
Eastern State Hospital. The hospital was the 
first in this country to care for the colored insane 
as well as white patients. 


Thus we have traced some of the beginnings of 
the hospital movement in the United States. 
There is much more to be said on the subject, 
but fearing that some one of you may make a 
remark like that of a divinity school student in 
a class in Old Testament History, I shall stop at 
this point. The professor was lecturing on the 
Prophets of Israel. Having spent about an hour 
and a half on the major prophets, he is reported 
to have said—“And now what place shall be given 
to the minor prophets?” One weary and perhaps 
hungry student replied, “Professor, one of them 
may have my place, I’m going.” 
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Joint Advisory Committee Activities 


ican, Catholic and Protestant Hospital As- 

sociations met in a two day session in Wash- 
ington, December 15 to 16. ‘All members were 
present with the exception of Rev. Alphonse M. 
Schwitalla, S.J., president of the Catholic Hos- 
pital Association, whose illness prevented his 
attendance. 


The Committee wired the President of the 
United States, and the Surgeons-General of the 
Army, Navy, and Public Health Services and the 
Chairman and Vice-Chairman of the Council on 
Civilian Defense, placing the facilities and per- 
sonnel of the three national hospital associations 
at the disposal of the Federal Government during 
the duration of the War. 


T HE Joint Advisory Committee of the Amer- 


Priorities 


The matter of priorities was a subject of ex- 
tended discussion. Doctor Reese of the staff of the 
OPM sat in with the Committee and advised of 
the possibilities of scarcity of some of the critical 
drugs and chemicals. 


A review of the priority situation and in con- 
ference with members of the Health Rating Plan 
the fact was established that hospitals would 
maintain the present favorable position as far 
as supplies and equipment were conceived and 
that the present policy of sympathetic considera- 
tion of the needs of hospitals will be continued. 
The Health Rating Plan does not anticipate that 
the civilian hospitals will be seriously handicapped 
by a break in the current of supply of needed 
equipment and commodities. 


The New Lanham Act 


The Advisory Committee was advised that an 
amendment to the present Lanham Act, H. R. 
4545, will probably be enacted at the present ses- 
sion of Congress, appropriating an additional 
large sum for the purposes of the Act. The Ad- 
visory Committee will ask that a specific sum be 
appropriated under the Act, for added hospital 
facilities, whenever needed. The Committee em- 
phasizes the fact that under actual war condi- 
tions, all areas were defense areas. 
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Excise Taxes 


The Joint Advisory Committee will present a 
brief to the Chairman and members of the Ways 
and Means Committee, requesting that, in the 
drafting of future Revenue Acts, the traditional 
policy of the Federal Government to exempt char- 
itable, philanthropic, and educational institutions 
be incorporated, and that the tax exempt status of 
such institutions be maintained. 


The Training of Hospital Personnel 


The Committee will ask for the appropriation 
of Federal funds for the purpose of reimbursing 
hospitals for the training of nurses and technical 
personnel to meet the requirements of the armed 
forces as well as the civilian population for pro- 
viding adequate care of the sick. 


Reimbursement for Hospital Services Given 
Victims of War Disasters 


The Committee felt that hospitals should be 
reimbursed for the services rendered the civilian 
victims of war disasters, either through the state, 
county, or city political division or by the direct 
appropriation of Federal funds for this purpose. 
These victims will be brought to the hospitals im- 
mediately following the disaster. Many of themwill 
be so seriously injured as to make their stay in 
hospitals indefinite. The responsibility for the 
payment for the hospital services rendered should 
be determined and a definite policy of reimburse- 
ment should be established. 


Federal Employees Compensation Commission 


The Committee interviewed the Federal Em- 
ployees Compensation Commission and requested 
an increase to $4.50 per day for routine hospital 
service, and a horizontal increase of 25 per cent 
in the fees established for special services. 


This request was based upon the increased cost 
of labor, equipment, food, supplies and other com- 
modities entering into the cost of providing these 
services. The Commission was sympathetic and 
asked that the request be submitted in writing for 
the consideration and action of the Commission. 
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Hospital Employees and Social Security 


The Advisory Committee reaffirmed the posi- 
tion of the respective National Hospital Associa- 
tions favoring the coverage of hospial employees 
in the Old Age Retirement benefits. An act is 
before Congress incorporating this feature, and 
the revenue received from both the employer 
and employee will be segregated as contributions, 
rather than established as a tax. The details of 
the proposed plan are being studied and worked 
out. The Committee was advised that the plan 
met with the approval of the Social Security 
Agencies. 


Medical Students, Interns and Residents 


The Advisory Committee was advised that the 
present plan of issuing commissions to junior and 
senior medical students and to medicai graduates, 
all such commissions to be pooled, remained un- 
changed. The officers will be commissioned for 
five years and will be ordered to active duty as 
the exigency of the service may require. 


State Associations and Civilian Defense 


The Advisory Commission suggested that all 
state hospital associations offer their services and 
facilities to the Governor of their respective states, 
and to the Council on National Defense, and to 
suggest that a hospital administrator be appointed 
on the Central Committee of each civilian de- 
fense area in the state. 





Civilian Defense Activities 


The Advisory Committee endorsed the request 
of the Medical Committee of the Council on Na- 
tional Defense, as incorporated in Bulletins No. 
1 and 2 sent to all hospitals by the Chairman of 
the Committee, Dr. George Baehr. 


The Advisory Committee emphasized the im- 
portance of the prompt cooperation of each hos- 
pital working through its state hospital associa- 
tion. The organization of the base and evacuation 
hospitals, the procurement of necessary buildings, 
the organization of transport service for the 
evacuees and victims of war disasters, the pro- 
vision and assemblage of the necessary equip- 
ment, surgical dressings and supplies and other 
commodities, the drill of the professional and 
administrative staff in the discharge of their re- 
spective duties, and all preparations to perfect a 
“stand by” service, to function with a minimum 
delay and with satisfactory team work, were out- 
lined. 


The matter of the expenses of providing the 
facilities was discussed and the Advisory Commit- 
tee will inquire whether the needed funds will 
be provided by the State Defense Councils, the 
State Administration or whether they will be se- 
cured from other sources. 


The Advisory Committee will arrange to con- 
vene each month or as often as may be necessary 
for the duration of the War. 
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First Southwestern Institute for Hospital Administrators 


First Southwestern Institute for Hospital Administrators, November 17-28, 1941, Fondren Hall, Southern Methodist 
University, Dallas, Texas 
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Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


AR is no longer a threat on the distant 
WY reoszon but an actuality. This sudden 

burst of war, while not entirely unex- 
pected, nevertheless, comes as a shock. There is 
no time or place for pessimism. The problem 
now is to face the facts and build “shock absorb- 
ers.” It is more or less futile to make any claim 
as to how long the war will last. The United 
States is at a disadvantage because battles will not 
be fought in our backyard but rather thousands 
of miles away. Moreover, modern warfare should 
not be confused with the records of the past. 
The one bright spot is that the Japanese nation 
is not self-sustaining, is critically handicapped by 
a shortage of basic raw materials, and even more 
important, has been weakened by the long and not 
particularly successful invasion of China. Many 
military experts claim that Japan cannot last 
more than six months. This may prove to be 
the case, but the most practical procedure is to 
plan on a long rather than a short war for the 
simple reason that practically every nation of the 
world is now involved in the conflict. 


Do not be misled by initial repercussions. Vio- 
lent price fluctuations in commodities of foreign 
origin are likely, but more important is the long- 
range aspect. Remember, fundamentally, war 
wrecks the economy of all nations and inescap- 
ably creates inflation. In recent reports we have 
emphasized the failure to date to introduce an 
effective price control bill. It is a foregone con- 
clusion that prices cannot be kept within bounds 
so long as agricultural prices and wage rates are 
left free to go on a spree. 


Now the picture has changed, and the realiza- 
tion that war is upon us may result in some politi- 
cal courage and the inauguration of effective con- 
trol. What we particularly wish to emphasize 
is that the seriousness of the situation has been 
driven home in the short space of a few hours. 
There is no time for play, as every minute of 
work is essential. The truth of the matter is 
that while a great deal of progress has been made 
in the completion of the defense program, there 
is still a great deal to be desired. Perhaps this 
is best illustrated by noting that out of 73 billion 
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dollars in defense appropriations available to be 
spent as quickly as possible, the Army, Navy, 
and Maritime Commission have contracted for 
only 13 billion dollars which is less than one- 
fifth. 


The war may do much to bring clarity out of 
chaos in the relationship between SPAB, OPM, 
and OPA. One thing is certain, namely, within 
the next month there will be a complete shift 
from a semi-war to a full war economy. War 
production for 1941 will not run much more than 
16 billion dollars, but next year the defense pro- 
gram will cost around 40 billions. The Govern- 
ment has been anxious to avoid placing any hand- 
icaps or hardships on individual industries. Now 
there is no alternative, and hence, many plants 
must close due to the lack of materials, particu- 
larly metals and chemicals. This means a definite 
increase in local unemployment, but it should 
prove temporary as there will be plenty of jobs 
in defense lines after the turn of the year. The 
curtain is slowly dropping on an adequate supply 
of civilian goods, and it is quite apparent that 
this Christmas will mark the peak of plenty. 


These are serious days, and for the duration 
of the war we must unite in the common effort 
to achieve victory. The old economic order is 
now completely “out the window.” It will do no 
good to grumble or complain. The issue is clear 
and calls for complete cooperation from every 
single industry. While it is not consoling we 
must be reconciled to some radical developments 
in the immediate future. 


All Commodities 


The All Commodity Index for December showed 
a rather sharp increase when compared with the 
November figure. The impact of war on com- 
modity markets was confined mainly to the agri- 
cultural group including livestock. Industrial 
price changes were of relatively small propor- 
tions, principally because price ceilings instituted 
by Government agencies were already in opera- 
tion in key commodities. It is not surprising that 
price strength occurred in agricultural markets 
despite the fact that supplies of most of these 
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products are of relatively large proportions. War 
is inflationary, and it is obvious that our supplies 
of farm products will be reduced next year 
through the medium of heavy domestic consump- 
tion and large shipments abroad under the lend- 
lease program. However, in the week following 
the attack on Hawaii, the Government was quick 
to act in placing price ceilings on a number of 
agricultural commodities. Fats and oils to date 
have been the most important commodities to be 
put under ceiling price schedules, but the list of 
commodities affected by maximum prices is 
spreading and price movements will be carefully 
controlled by Government agencies. While a grad- 
ually higher general commodity price structure 
is looked for, the rate of advance during the next 
year will be held within reasonable bounds, and 
it is unlikely that spectacular price rises noted 
during the War of 1914-18 will be in evidence 
during World War II. 


Drugs and Chemicals 


This Index held unchanged from the Novem- 
ber figure which is entirely the result of Gov- 
ernment ceiling price schedules as well as volun- 
tary price stabilizing programs carried out by 
the industry. The situation is none too favor- 
able. In the past, large supplies of vital drugs 
have been imported from the Far East as well 
as from Europe. Undoubtedly our volume of im- 
ports will be subject to considerable interruption 
during the life of the war, and we will be forced 
to utilize the supplies now available in this coun- 
try. Present domestic stocks are not very large, 
and conservation programs will have to be put 
into effect in order that these materials be util- 
ized only for essential purposes. The chemical 
industry has been increased tremendously in the 
past twenty years, but it is doubtful if the pres- 
ent producing capacity can provide a supply large 
enough to cover all defense and civilian require- 
ments. A tight supply situation in these materials 
is inevitable in 1942. 


Paper Products 


This Index also held unchanged, reflecting the 
voluntary stabilization program for both pulp 
and paper set up in the industry. The situation 
is critical because this country has never pro- 
duced pulp enough to cover its consuming re- 
quirements. At the present time the production 
of pulp is at record levels, and yet reserve stocks 
have declined steadily in the past year. The pres- 
ent reserve of the principal pulps held by mills is 
on the average only about one month’s supply. 
Paper production is also at record levels, but 
demand exceeds output. Some sort of rationing 
or allocation program may be set up immediately. 


Cotton Goods 


The Index for Cotton Goods advanced to 103.2 
in December from 100.7 in November. The higher 
average reflected an increase in raw cotton prices 
which automatically raised the maximum selling 
price of finished textiles. Supplies of cotton in 
the United States are large and no shortage is 
indicated for 1942. The spinning capacity, how- 
ever, is somewhat limited in terms of the pres- 
ent consuming rate, and looms now engaged in 
manufacturing material for civilian use will be 
changed over to industrial and defense purposes 
in 1942. Although ceiling prices will be put on 
finished textiles such as sheets, pillow cases, etc., 
available supplies will be lower next year. 


Fuels 


The question of transportation will again as- 
sume primary importance in the petroleum indus- 
try. We have a large producing capacity for 
crude oil, gasoline, and fuel oil, but this producing 
capacity is centered mainly in the southwestern 
part of the country, while the principal consum- 
ing area is along the Atlantic Coast line. Tankers 
now engaged in commercial runs may necessarily 
be transferred to the Pacific Coast to supply our 
Army and Navy. The producing capacity for 





McGILL MONTHLY WHOLESALE PRICE INDEX FOR HOSPITALS 


(1926 — 100) 

Dec. Dec. Dee. Dee. Dee. Dee. Dec. Dee. Jan. Nov. Dee. 

1933 1934 1935 1936 1937 1938 1939 1940 1941 1941 1941 
ALL COMMODITIES .......... 59.7 68.0 74.3 81.2 73.2 68.4 72.3 74.2 75.3 87.8 89.6 
Drugs and Chemicals........... 75.5 73.6 71.8 70.4 69.9 69.9 Tt 78.2 77.9 82.3 82.3 
Paper PRGAGOUE oi) oo sale ve ease 77.0 84.7 79.2 81.0 102.0 90.5 89.3 97.1 97.1 103.7 103.7 
Cotton Gamer si6.6s on ede wwarce 80.5 86.8 90.6 91.4 69.4 71.9 85.4 87.8 87.8 100.7 103.2 
Surgical Dressings ............ 82.8 82.8 79.5 81.2 70.4 68.8 73.4 74.3 74.3 88.0 88.0 
BUGIRG. cars ethtierte tiid ss cake Seon 75.8 74.3 67.8 78.5 89.9 81.3 95.8 93.0 944 104.5 100.1 
GROCEMION 520 5 rit irak's 4 0ibs eck 50.6 69.6 72.3 84.7 59.0 54.1 57.6 50.8 53.6 84.1 86.7 
Wee eke sdk cine wiaw wes 45.0 63.1 91.6 79.1 87.5 79.0 68.5 86.2 90.4 90.4 97.8 
Wremlte Write creda wacce ceccees 82.6 78.2 80.1 63.6 56.1 58.6 53.7 61.2 57.4 17.2 70.8 
Canned Vegetables ............ 96.0 92.4 85.2 83.0 77.3 62.5 66.8 64.4 64.4 85.9 87.2 
Cantiods mts 4.0 dacs engin bees 70.2 80.0 74.2 75.1 80.8 67.2 66.6 64.7 64.7 84.0 84.7 
| 59.9 71.2 78.6 81.4 80.1 71.5 68.1 83.0 71.7 96.6 95.9 
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both hard and soft coal is large and no shortage 
is indicated. Industrial reserves of bituminous 
are now at the highest level in recent years which 
is a favorable condition when the question of rail 
transportation as well as water-borne space is 
taken into consideration. 


Groceries 


The Index staged a fairly sizeable advance 
from the middle of November to the middle of 
December. Such items as cocoa, cottonseed oil, 
flour, lard, and rice were all higher, while lower 
prices were confined to beans and corn oil. Fluc- 
tuations in wholesale prices for groceries have 
been of large proportions during the past year 
and a half. The situation, however, has under- 
gone a decided change since the outbreak of the 
war with Japan. Already the Office of Production 
Management has placed a ceiling price on cocoa, 
coffee, pepper, and all types of fats and oils. This 
will have the effect of stabilizing food prices dur- 
ing 1942, and, fortunately, our reserve supplies of 
all types of foods are of huge proportions. Fur- 
thermore, even our stocks of coffee, cocoa, and 
pepper are large, so that even if imports are re- 
duced we shall be able to get along for an ex- 
tended period. 


Dairy Products 


It is rather surprising to discover that the Index 
number of Dairy Products in mid-December 
stood moderately below the figure for the month 
earlier. A check-up shows that cheese prices 
have held unchanged since October. Small ad- 
vances in egg prices have been noted but that 


was entirely offset by a drop in butter prices of 
more than 2 cents a pound during the month. 
The outlook for dairy products is relatively favor- 
able even though domestic consumption will be 
of record volume and exportation in 1942 will 
also be excessive. Various Government programs 
inaugurated in early 1941 are responsible for the 
higher price structure, and the inevitable increase 
in production. Butter, cheese, and eggs will all 
be produced in larger quantities next year than 
ever before, and prices through Government in- 
tervention are not likely to be subject to any great 
inflationary movement. The number of cattle on 
the farms will show a substantial increase at the 
beginning of 1942 as compared with a year 
earlier, and milk production next year will exceed 
the record produced in 1941. 


Miscellaneous 


Both the canned vegetables and canned fruits 
indexes were higher in December than in Novem- 
ber, reflecting heavy domestic consumption as 
well as purchases for the lend-lease program, 
bringing a net reduction in available supplies. 
The Index for meats showed the greatest group 
increase during the month, advancing to 97.8 
from 90.4 in November. In this group pork prices 
held unchanged but both beef and lamb prices 
were higher although in both cases the mid-De- 
cember prices were below the peaks reached earlier 
in the year. The number of livestock on the farms 
will be somewhat larger in early 1942 as com- 
pared with 1941, but the slaughter of cattle, 
sheep, and hogs is not expected to be increased 
heavily until at least the early summer. 
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Sixth Annual Minnesota Institute for Hospital Administrators 


The University of Minnesota, in cooperation 
with the Minnesota Hospital Association and the 
American College of Hospital Administrators, an- 
nounces the Sixth Annual Institute for Hospital 
Administrators will be held January 26 to Jan- 
uary 31 at the Center for Continuation Study, 
University of Minnesota, Minneapolis, Minnesota. 


Members of the committee and consultants on 
the Institute are Sister Alan, superintendent of 
St. Alexius Hospital, Bismarck, North Dakota; 
Ray M. Amberg, superintendent of University of 
Minnesota Hospitals, Minneapolis; Dr. A. F. Bran- 
ton, executive secretary of Minnesota Hospital 
Association, Willmar, Minnesota; Dean Conley, 
executive secretary of the American College of 
Hospital Administrators, Chicago; George Kien- 
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holz, administrator of Pierre Clinic, Pierre, South 
Dakota; Robert Neff, administrator of University 
of Iowa Hospitals, Iowa City, Iowa; Joseph G. 
Norby, superintendent of Columbia Hospital, Mil- 
waukee, Wisconsin; and Dr. William A. O’Brien, 
director of Postgraduate Medical Education, Uni- 
versity of Minnesota, chairman. 


Administrative officers are Dr. Walter C. Cof- 
fey, president of University of Minnesota; Dr. 
Harold 8. Diehl, dean of Medical Sciences, Univer- 
sity of Minnesota; Dr. Lucius R. Wilson, presi- 
dent of American College of Hospital Administra- 
tors; Esther Wolfe, president of Minnesota Hos- 
pital Association; and Julius M. Nolte, director 
of Center for Continuation Study, University of 
Minnesota. 
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Blue Cross Plan News 
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Hospital Service Plan Commission members meet in first conference at Pennsylvania Hotel, New York City, December 1. 

Shown are, left to right, John A. Connor, Columbus; F. Stanley Howe, Orange; Benjamin W. Black, M.D., Oakland; S. S. 

Goldwater, M.D., New York City; John R. Mannix, vice- chairman, Detroit; E. A. van Steenwyk, chairman, Philadelphia; C. 

Rufus Rorem, director, Chicago; George Putnam, eee Boston; Peter D. Ward, M.D., St. Paul; Herman Smith. M.D., 
icago. 


Commission Action of Special Significance to Hospitals 


The Hospital Service Plan Commission, elected 
by the Active Institutional Members, Type IV, of 
the American Hospital Association, held its first 
regular meeting in New York City on December 
1, and a number of actions and recommendations 
of importance to hospitals resulted. The Commis- 
sion is composed of four hospital superintendents, 
three Blue Cross Plan executives, and two plan 
presidents, who are neither hospital nor plan ad- 
ministrators. 


Action on Public Education 


In accordance with recommendations of the 
Council on Public Education, the Hospital Ser- 
vice Plan Commission will administer a joint 
program of public education for Hospitals and 
Blue Cross Plans. Toward the support of this 
activity, an appropriation of $2500 has been made 
by the Board of Trustees to the Commission. 
The Council on Public Education will serve as 
an advisory committee to the Director of the 
Commission and the Public Education Commit- 
tee with respect to matters of special interest to 
hospitals. Educational activities with respect to 
hospitals will be closely coordinated with the ac- 
tivities of the hospital councils rather than indi- 
vidual hospitals. In general, the purpose will be 
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to provide material for use by hospital councils 
and hospitals rather than to provide publicity for 
the American Hospital Association as such. 

National Hospital Day activities continue to 
be the direct responsibility of the Council on Pub- 
lic Education, and the National Hospital Day Com- 
mittee, with the staff of the Commission assist- 
ing in appropriate ways to bring the story of hos- 
pitals to the American people on National Hos- 
pital Day. 


Motion Picture Production 


The importance of Blue Cross Plans in Amer- 
ican life was recognized in a concrete manner by 
the Simmons Company, manufacturers of beds 
and bedding equipment, by their contribution of 
$15,000 to the Hospital Service Plan Commission 
for the production and distribution of an educa- 
tional motion picture film. Arrangements for the 
grant were made through Roger C. Wilde, director 
of contract sales, and confirmed in a communica- 
tion to the Commission by John W. Hubbell, as- 
sistant to the president of the Simmons Company. 

This contribution places no restrictions upon 
the subject matter or method of distribution of 
the film by the Commission. The motion picture 
will emphasize the importance of prompt treat- 
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ment and hospital service at time of sickness, and 
the economic and personal advantages of placing 
hospital service in the individual family budget 
through the medium of the Blue Cross Plans. It 
is hoped that the completed film will be available 
by May 12, 1942, National Hospital Day, for gen- 
eral distribution and showing by theatres, Blue 
Cross Plans, and hospitals throughout the Nation. 


Blue Cross Plans as Clearing Houses 

In accord with a resolution of the House of 
Delegates of the American Hospital Association 
on September 14, 1941, the Commission has rec- 
ommended that each Blue Cross Plan serve as a 
clearing house for its member hospitals in the 
provision of benefits to out-of-town subscribers 
of other Blue Cross Plans. A letter of invitation 
for use by Blue Cross Plans adopting this policy 
has been prepared for distribution to the member 
hospitals. 


Each plan will attempt to assist its member hos- 
pitals in clarifying the paid-up status of out-of- 
town subscribers, the amounts and types of ser- 
vices to which out-of-town subscribers are entitled 
under their various subscription agreements, and 
the amounts payable to member hospitals for 
services to out-of-town subscribers. 


Several plans have already initiated this policy, 
and others will adopt the procedure in the near fu- 
ture. The interdependence of hospitals and Blue 
Cross Plans will thus be emphasized, and misun- 
derstandings concerning the benefits to which the 
subscribers are entitled will be reduced to a mini- 
mum. 


Hospitals and Adjacent Blue Cross Plans 


Provision of service benefits in non-member hos- 
pitals of adjacent Blue Cross Plans requires co- 
ordination and cooperation between the plans and 
the hospitals. In some instances the rates of 
payment to hospitals by Blue Cross Plans are 
different for nominally similar services in the 


adjacent areas. To deal with this problem, the 
following general principles have been recom- 
mended by the Hospital Service Plan Commission 
as a guide to Blue Cross Plans and member hos- 
pitals: 


1 There should be a definite understanding 
as to the territory in which each Blue Cross 
Plan should enroll subscribers. 


2 There should be a clear cut understanding 
as to the Plan with which a member hospital 
signs a guarantee contract. Under ordinary 
circumstances, the hospitals should sign 
guarantee contracts with only one plan. 


3 Where legally permissable, hospitals are 
urged to provide service benefits to sub- 


scribers of adjacent Blue Cross Plans on some 
basis agreeable to both plans. 


4 Where it is illegal or impractical for a Blue 
Cross Plan to arrange service benefits in non- 
member hospitals, each Blue Cross Plan is 
urged to adjust out-of-town allowances to 
amounts which are equal or essentially equal 
to present per diem payments to member 
hospitals, not exceeding regular charges. 
Committee on Plan Relations 

The increasing percentage of hospital revenue 
from Blue Cross Plans has focused attention upon 
the need for establishing principles for determin- 
ing the adequacy and equity of payments by Blue 
Cross Plans to their Member Hospitals. This prob- 
lem is being officially considered by a Committee 
on Blue Cross Plan Relations of the Council on 
Administrative Practice of the American Hospital 
Association. The Chairman of this Committee 
recently appointed by the President of the As- 
sociation, is Graham L. Davis of the Kellogg Foun- 
dation, Battle Creek, Michigan. Other members 
are Arden E. Hardgrove of Louisville, Edgar C. 
Hayhow of Paterson, John R. Mannix of Detroit, 
Abraham Oseroff of Pittsburgh, and E. A. van 
Steenwyk of Philadelphia. 

It may be recognized that Blue Cross Plans 
should expect to pay the hospitals the full costs 
of the services received by the subscribers, unless 
specific arrangements have been made to meet the 
remainder of these costs from other sources. Spe- 
cial problems arise out of the fact that there are 
variations in hospital costs and charges, both in” 
individual instances and in the various communi- 
ties. The Committee expects to present formal 
recommendations to the Councils and Coordinating 
Committee, and also the Hospital Service Plan 
Commission of the American Hospital Associa- 
tion within the next few months. 


Approval Program 


Under the amended by-laws, the Approval Pro- 
gram becomes the direct responsibility of the 
Board of Trustees of the American Hospital As- 
sociation with the Hospital Service Plan Commis- 
sion obtaining and analyzing for a Committee of 
the Board the necessary data for appropriate rec- 
ommendations. The Committee which the Board 
of Trustees appointed consists of Frank J. Walter, 
Chairman, of Denver, Dr. Henry M. Polloek of 
Boston, and Jessie J. Turnbull of Pittsburgh. The 
Board of Trustees at a recent meeting approved 
the general principle that new areas should be 
served insofar as possible by existing Blue Cross 
Plans, and that plans applying for reapproval 
should submit evidence that they have been re- 
sponsive to the needs of their respective communi- 
ties. 
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Fifth Anniversary Dinner, Central Illinois Hospital Service Association, November 24. Shown are, left to right, John Elli- 

ott, president of Methodist Hospital; C. Rufus Rorem, American Hospital Association; O. P. Westervelt, president of Hos- 

pital Service Association, Toastmaster; Most Reverend Joseph L. Schlarman, Bishop of Peoria; F. F. McNaughton, editor of 
Pekin Daily Times. 


"The Moneyless Ones” 


Central Illinois Hospital Service Association, 
Peoria, Illinois, of which Paul F. Bourscheidt is 
executive director, celebrated its fifth anniversary 
with a dinner meeting, November 24, 1941, at 
which more than 150 representatives of hospitals, 
industries and labor attended. Particularly signi- 
ficant were the remarks of Most Rev. J. H. Schlar- 
man, D.D., Bishop of Peoria, who participated in 
the program. 


“In our Church we venerate Saints Cosmas 
and Damian as the patrons of physicians. 
They were twin brothers and studied medi- 
cine in Syria. Being Christians and filled with 
the first fervor of Christians they are said to 
have practiced their profession with great 
sueccess—and without charging fees for their 
services. They died about 302 A.D. In the 
early Eastern Church, they were known as 
the anargurot, that is, the moneyless ones. 

“T think Saints Cosmas and Damian should 
be adopted as patron saints of the Central 
Illinois Hospital Service Plan Association. 
Almost all of the officers belong to the money- 
less ones—they draw no salary. They re- 
gard it a great happiness to offer their ser- 
vices to give comfort and relief to the sick 
who need hospitalization. 

“This organization, then, is a fine demon- 
stration of the social spirit of charity, of 
cooperation, and of how people can solve 
their own problems and keep their self-respect 
and independence. It breathes the primitive 
American cooperative spirit of mutual self- 
help.” 
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Chicago Chosen for 1943 Convention 


The 1943 Winter Conference of Blue Cross 
Plans, which are Active Institutional Members, 
Type IV, of the American Hospital Association, 
will be held in Chicago at or about the time of the 
winter meeting of the Board of Trustees of the 
American Hospital Association. The Winter Con- 
ference for the year 1942 will be held March 4 to 
6 in Philadelphia. 


Hospital Day Poster Contest 


Elsewhere in this issue appears an announce- 
ment of the $350 prize poster contest for National 
Hospital Day, May 12, 1942, sponsored by the 
American Hospital Association in celebration of 
the anniversary of the birth of Florence Nightin- 
gale. A. G. Hahn, chairman of the National Hos- 
pital Day Committee, invites Blue Cross Plans to 
continue their active participation in this annual 
event, and the staff of the Commission will assist 
the Committee during the coming months in the 
distribution of educational material for use in 
states and cities. 


Hospitals Affiliate with Plan 


Hospitals recently affiliated with Associated 
Hospital Service, Inc., Milwaukee, Wisconsin, L. 
R. Wheeler, Executive Secretary, include: Green 
Bay—Billin Memorial Hospital, St. Mary’s Hos- 
pital, St. Vincent’s Hospital; Janesville—Merch 
Hospital; Neenah—Theda Clark Hospital; She- 
boygan—St. Nicholas Hospital, Sheboygan Me- 
morial Hospital; St. Croix Falls— St. Croix Falls 
Hospital. 
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Anniversary Dinner, Central Hospital Service of Columbus, December 11. Shown are, left to right, John A. Connor, presi- 
dent of the Plan, Frank G. Fowler, D.D., superintendent of White Cross Hospital; James A. White, member of Industrial 
Commission of Ohio; Donald C. Power, secretary to the Governor of Ohio. 


Three Years of Service 


The annual dinner of the Central Hospital Ser- 
vice Association, Columbus, Ohio, celebrating 
three years of service to the residents of Colum- 
bus and vicinity, was held at the Neil House, 
Thursday, December 11. John A. Connor, mem- 
ber of the Hospital Service Plan Commission, was 
toastmaster. Scheduled participants in the pro- 
gram included The Honorable John W. Bricker, 
Governor of Ohio; The Honorable Floyd F. Green, 
Mayor of Columbus; Frank G. Fowler, D.D., su- 
perintendent, White Cross Hospital; James A. 
White, Member, Industrial Commission of Ohio; 
and C. Rufus Rorem. 


Owing to illness, Governor Bricker delivered his 
message through a letter of congratulations, 
written from the hospital, and delivered to Ralph 
W. Jordan, executive director of the Association, 
by his personal secretary, Donald C. Power. 


Health: Both Guardian and Treasure 


Blue Cross Plans exemplify the human values, 
mentioned in the President’s recent message to 
Congress, which are at stake in the present inter- 
national conflict. They are the right and obliga- 
tion of the individual to participate in the main- 
tenance of personal and national health and se- 
curity. 


The personal nature of physical and mental 
health requires that the individual should take 
an active part in the prevention and cure of his 
own illness. This applies not only to cooperation 
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with the physicians and hospitals that serve him, 
but also to participation in the economic support 
of the health services he receives. 


The continuing response of employers and em- 
ployees to Blue Cross Plans is evidence that the 
American people welcome the opportunity to re- 
move the economic uncertainties of sickness, and 
to do so by a voluntary method of their own selec- 
tion. 


A sense of unity and national pride has de- 
veloped among Blue Cross Plan administrators 
and trustees during the past several years. On 
the one hand they are utilizing economic resources 
in a manner which contributes to national pro- 
ductivity and strength; on the other hand, they 
are creating a feeling of individual security so 
essential to a rich personal life, which is an im- 
portant objective in a democratic country. 


Insurance Company Report 


The December 8 report of the Family Economics 
Bureau, Northwestern National Life Insurance 
Company, told the story of group hospitalization 
by Blue Cross Plans. “The average stay of hos- 
pital association members is generally about two 
days shorter than average nonmember patients’ 
stay in the same group of hospitals. This is cred- 
ited partially to the tendency of members to have 
ailments cared for more promptly, thus reducing 
the proportion of aggravated and _ last-ditch 
emergency cases which require long hospital 
treatment.” 
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Recent Legal Decisions Important to Hospitals 


Liability of Nonprofit Association 


Hammon Post No. 3 Inc. v. Willis (Tennessee) 

Hammond Post was made defendant in an ac- 
tion for personal injuries resulting from a defec- 
tive apparatus used by it in staging a carnival. 
A judgment in favor of the plaintiff was affirmed. 
One of the defenses raised was that the Post 
had been incorporated not for profit, and that 
therefore it could not be held liable for its neg- 
ligence. The judgment of the court specifically 
provided that none of the trust funds, held by 
defendant for the purpose of furthering its char- 
itable aims, might be used in satisfaction of the 
judgment. 


While the case does not involve a hospital, it 
involves an association incorporated under laws 
applicable to the incorporation of charitable hos- 
pitals, and to that extent, the language of the 


charitable purposes, may be seized in satis- 
faction of the judgment. 


“Plaintiff was not a recipient of charity 
at the hands of defendant and we think the 
court properly held that the pleas tendered 
by defendant and the proof offered in sup- 
port do not constitute a defense to the pres- 
ent action. The principles involved have 
been too recently considered to require ex- 
tended treatment here. See Baptist Memo- 
rial Hospital v. Couillens, 140 S. W. (2d) 
1088 (Tenn. Sup.) ; Vanderbilt University v. 
Henderson, 127 S. W. (2d) 284 (Court of 
Appeals). 


“We think the limitation contained in the 
judgment affords all the protection to which 
defendant is entitled and the assignments 
directed to the action of the court in striking 
defendant’s pleas and in declining to allow 


court is of interest. That language is: 


“The eighth and fourteenth assignments 
are directed to the action of the court in re- 
fusing to permit defendant to plead and 
prove that it is an eleemosynary corporation 
organized for purposes of charity. Defend- 
ant was permitted to show, in the absence of 
the jury, that it is a nonprofit corporation 
and has made donations from its funds to 
charity, including a donation to flood relief, 
the purchase of uniforms for the Kingsport 
High School Band and. the distribution of bas- 
kets to the needy. The proof shows, however, 
that, while these commendable and worth 
while activities are carried on by defendant, 
it has on hand approximately $2,500.00 which 
has not been devoted to charity and may be, 
by appropriate action of the corporate of- 
ficers, devoted to any purpose which they 
may see fit except to make a profit for the 
stockholders. The funds which come into 
its treasury, in other words, are not charged 
with a trust for the benefit of charity. It 
may be expended for the pleasure and con- 
venience of the members of the organization, 
invested in real estate, or otherwise disposed 
of as the corporation may deem proper. The 
judgment, as entered, specifically provides 
that no trust funds, held by defendant for 
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defendant to introduce proof in support of 
said pleas are overruled.” 


This decision is in line with what seems to be 
a new policy of the courts. That policy is de- 
signed to afford redress to injured litigants who 
seek damages from defendants incorporated for 
the purposes of charity whenever it may be 
shown that the satisfaction of a judgment en- 
tered against a charity will not result in serious 
impairment of its trust funds. Where the de- 
fendant is insured, then the policy of the later 
decisions is to permit satisfaction of the judg- 
ments from the proceeds of the policy of in- 
surance. 


—_~<>—__—__ 
Liability for Failure to Administer Medicines 


Hembree et al. v. Von Keller et al. (Okla.) 

Plaintiff sued for injuries to his intestate, 
caused by the negligence of the driver of an au- 
tomobile, and joined action against a hospital 
and a surgeon, alleging that the negligence of 
these defendants resulted in the death of the 
intestate. Verdicts were directed to be returned 
in favor of the doctor and the hospital. 


The issue presented as to the hospital and the 
doctor was whether they had been guilty of neg- 
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ligence in failing to administer tetanus anti- 
toxin. There was a conflict in the testimony, 
with no preponderance in favor of the plaintiff 
on the issue whether the anti-toxin had been ad- 
ministered. Further, the proof was conjectural 
as to whether death would have resulted from 
the failure to administer the anti-toxin, it being 
the opinion »f one expert that anti-toxin is not 
100 per cent effective. It was also noted by the 
court that negligence could not be presumed from 
the fact that an anti-toxin was not administered 
to a natient. 


—$— 


Liability for Negligence in Maintaining Premises 


Stearns v. the Schenectady Day Nursery (New 

York) 

Plaintiff, who was a directress of defendant 
organization, struck her head upon a cross mem- 
ber of a structure supporting an arbor upon de- 
fendant’s .premises, resulting in a fracture of 
vertebrae in her neck. A judgment in her favor 
was affirmed. 


After discussing the facts, and the issues of 
negligence, the court concluded that defendant 
was negligent in failing to notify plaintiff of the 
dangerous condition of the cross-member, and 
that defendant was negligent in permitting that 
cross-member to remain in a position where it 
might harm a person walking into the arbor. 
The court then discussed the defense raised by 
the defendant—that of incorporation as a charity 
—and concluded that this defense was not ten- 
able, saying: 


“Defendant is not rendered immune from 
liability to plaintiffs by reason of the fact 
that it is a charitable corporation. There is 
a great deal of confusion in the decisions 
on this subject. The charity cases have 
turned on the ‘trust fund’ theory, the sup- 
posed inapplicability of respondeat superior, 
or the doctrine of waiver of the right to sue 
for injuries suffered by anyone during his 
acceptance of benefit from the charity. 


“Here the plaintiffs were not beneficiaries 
of defendant; on the contrary Mrs. Stearns 
was one of its benefactors. It would be a 
prostitution of the concept of immunity to 
extend its scope to the case before us. It is 
doubtful whether the administration of jus- 
tice has ever been well served by the im- 
munity rule. However, it is not definitely 
settled in. this State that the law of charities 
alone is insufficient to uphold immunity 
(Sheehan v. North Country Community 
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Hospital, 273 N. Y. 163.) In that case the 
Court of Appeals in a very illuminating opin- 
ion by Judge Loughran held that a charit- 
able institution is liable to a beneficiary for 
personal harm caused by the negligence of 
one acting as its mere servant or employee. 
In the course of that opinion the court wrote 
that ‘no conception of justice demands that 
an exception to the rule of respondeat su- 
perior be made in favor of the resources of a 
charity and against the person of a benefi- 
ciary injured by the tort of a mere servant 
or employee functioning in that character.’ ” 


i 


Motor Vehicle Safety-Responsibility Law of 
New York 


The State of New York recently adopted a 
Motor Vehicle Safety-Responsibility Law that is 
of interest to the hospitals. It provides that any 
owner of an automobile is liable for payment in 
full of all expenses resulting from personal in- 
jury to anyone involved in an accident where his 
car is at fault. Under the law, hospitals in New 
York State should not suffer the financial losses 
that they have suffered in the past. 


The law states that “if an operator or owner 
involved in an accident was not insured or bonded, 
he must meet two specific requirements of the act 
if he wishes to retain driving and registration 
privileges: (1) immediately put up sufficient se- 
curity to satisfy any judgment that might result 
from the accident and (2) immediately furnish 
proof of financial responsibility for the future.” 


The law does not compel owners of motor ve- 
hicles to be insured—that is, it is not a com- 
pulsory insurance measure—but it does oblige 
owners to guarantee to maintain proof of future 
financial responsibility. 


“Bills should be rendered promptly to the 
patient or notice served the patient that the 
bill will be rendered in due time. If the re- 
sponsibility for the accident is not his, he will 
pass the bill to the responsible party. Since 
the Commissioner of Motor Vehicles is em- 
powered to suspend, within from ten to forty- 
five days after receiving a report of the acci- 
dent that resulted in bodily injury, the driv- 
ing license of operators and all registration 
certificates and plates of owners of motor 
vehicles in any manner involved in the acci- 
dent, unless they pay the bills or assume re- 
sponsibility for their payment, it is obvious 
that the responsible parties will attempt to 
effect prompt settlement.” 
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Extent of the Medical Care Facilities in Institutions 
Not Registered with American Medical Association 


LOUIS BLOCK, Dr. P.H. 


ATIONAL Defense! Preparedness! We 
read of it, speak of it, feel its effects, and 
participate in it. Yes, defense is the fore- 


most topic of discussion today. The theme is pre- 
paredness. 


To achieve this preparedness the nation calls 
upon its resources, both natural and man-made. 
The primary question in this call is “How much 
of a certain resource is available?” We know 
how much iron ore we can produce, how much oil 
we can pump, and what the refining capacities of 
the nation are. These facts are known because 
they have been surveyed. 


Hospitals, their facilities, and their services are 
a great and important man-made national re- 
source. In a time of such national emergencies 
as exist today, their importance, in view of pos- 
sible national needs, increases manyfold. The 
magnitude of the problems of national and civilian 
defense, and the way these problems might af- 
fect the hospital field has been sufficient to war- 
rant the development of such a theme as the key- 
note of the meetings and discussions of this 1941 
convention of the American Hospital Association. 


Let us parallel the problems of hospital re- 
sources with those of other resources and ask the 
same fundamental question: “How many hospi- 
tals and hospital beds are there in the United 
States?” To answer this question we must ex- 
amine the surveys of the field and the published 
data that will give us this answer. 


We know that the American Medical Associa- 
tion publishes an annual registry of member in- 
stitutions and their facilities that has the largest 
coverage of any published. Because of its cover- 
age, the data furnished in this registry are used 
as the basis of almost all studies on distribution 
of medical facilities. We also know that there 
are hospitals and other medical care institutions 
that are not members of the American Medical 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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Association, and are not included in the Associa- 
tion’s registry. These nonregistered institutions 
have generally been considered as representing 
such a small part of the total hospital facilities 
that their omission from facility distribution 
studies makes no appreciable change in the results 
presented. 


Is this assumption true? Are the nonregis- 
tered medical-care facilities so small that they 
can be ignored in the measurement of this par- 
ticular national resource? If they represent only 
a very small part of the nation’s facilities, can 
they be safely eliminated from state and county 
presentations? These questions can only be an- 
swered by a survey of such medical-care institu- 
tions to determine their distribution and the pro- 
portion of the nation’s medical-care facilities that 
they do represent. It is seldom that a study of 
medical-care facilities is made with sufficient cov- 
erage to permit the measurement of these non- 
registered facilities. However, such an oppor- 
tunity was presented in connection with the sur- 
vey of institutions conducted by the Bureau of 
the Census in 1940. From the findings of this 
survey, the questions previously stated will be 
considered. 


Because it is usually understood that the Divi- 
sion of Vital Statistics of the Bureau of the 
Census is an agency that deals primarily with the 
collection and study of national statistics of births 
and deaths, you may ask, “What relation do these 
statistics have to hospitals and institutions?” The 
answer to this question is the death certificate. 
For deaths that occur in institutions the certifi- 
cates in use by all states give the name and lo- 
cation of the hospital or institution. The study 
of national institutional mortality, begun in 1935, 
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Table 1 


DISTRIBUTION OF MEDICAL CARE INSTITUTIONS BY REGIS- 
TRATION BY KIND OF INSTITUTIONS: UNITED 
STATES, 1939 








—Number of Institutions— 
Non-Reg- 


Kind of Institution Total Registered istered 





All medical care institutions. 9,614 6,101 3,513 
Hospitals and sanatoriums 6,991 5,703 1,288 
Nursing, convalescent, and 

rest homes 1,092 125 967 
Institutions with infirmaries 1,531 273 1,258 





distinguishes those deaths that occur in institu- 
tions from those that do not. It presents this 
differentiation in the mortality data by geographic 
areas, by kind of institution, by type of institu- 
tional control, and by selected diagnoses. 


Listing Institutions for Study 


Since the relations of the Division’s primary 
function to the collection of certain hospital sta- 
tistics are not readily apparent, it is reasonable to 
expect an answer as to why the Division found 
it necessary to survey institutions in 1940. To 
study institutional mortality, it is necessary to 
determine not only how many deaths occur in 
institutions, but also to allocate these deaths by 
such factors as kind of institution and type of 
control. To accomplish this, a list of institutions 
for coding purposes was established. Since the 
list of hospitals and institutions published by the 
American Medical Association had the largest 
coverage, it was adopted to serve as the basis of 
this coding list. As new institution names ap- 
peared on the copies of the death certificates re- 
ceived by the Bureau, they were added to this 
basic list. Through the use of the American 
Medical Association’s lists many of these new 
names were classified. However, during the five 
years 1936-1939, the number of institutions that 
could not be classified by this method became suf- 
ficiently large to justify a circularization of all 
institutions. The Bureau, therefore, conducted a 
survey of these institutions. 


In order to explain the differences in institu- 


tional mortality by areas, and to describe the im- 
portance of these differences in relation to total 
hospitalization, the survey requested general in- 
formation on facilities and their use. Since the 
classifications of the American Medical Associa- 
tion’s lists were adopted as the basis of the orig- 
nal list for purposes of coding, the analysis of 
medical-care facilities in the study conducted by 
the Bureau took into account the fact of such reg- 
istration. The presentation of their findings by 
this registration factor permit the examination 
and measurement of the nonregistered medical- 
care facilities. 


Classes of Institutions for Purpose of Study 


Before attempting to determine the magnitude 
of the nonregistered group of facilities we shall 
examine the classes of institutions established by 
the study. This is necessary because there are 
contradictions inherent between systems of class- 
ification. The term institution was defined to in- 
clude only those offering inmate or in-patient 
care. Within this major classification, the insti- 
tutions were subdivided by kind into groups: (1) 
hospitals and sanatoriums; (2) nursing, convales- 
cent and rest homes; (3) institutions with infirm- 
aries; and (4) institutions without infirmaries. 


- Hospitals and sanatoriums were further grouped 


into the four classes frequently used: general, 
tuberculosis, nervous and mental and other or 
allied general. The classification of hospitals and 
sanatoriums in these four types was based upon 
instructions calling for such an allocation on the 
basis of the hospital’s or sanatorium’s predomi- 
nating type of service, expressed in terms of the 
number of patient-days care rendered in each of 
the four service types. Institutions whose pri- 
mary function was other than direct medical-care 
were classified as “other institutions.” If these 
other institutions had separate in-patient accom- 
modations for the care of their sick they were 
classified as maintaining an infirmary. 


Since the relation of the work of the Division 
of Vital Statistics to hospital statistics has been 
established and the content of the study material 





Table 2 
DISTRIBUTION OF HOSPITAL FACILITIES BY AMERICAN MEDICAL ASSOCIATION REGISTRATION FOR THE UNITED STATES: 1939 








Number 





Registered with Not Registered tered 


Percentage 
Regis- Not 
Registered 





Facilities Total A. M.A. A. M.A. Total A.M.A. A.M.A. 


Total number hospitals 6,991 5,703 1,288 100.0 81.6 
Total beds 1,186,262 1,155,428 30,834 100.0 97.4 
Total admissions 9,626,682 9,247,654 379,028 100.0 96.1 
Total patient-days 355,145,063 349,262,641 5,882,422 100.0 98.3 
Total bassinets 58,813 4,814 100.0 92.4 
Average infant census 29,134 1,530 100.0 95.0 
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defined, let us study the findings of the survey 
that relate to the magnitude of the nonregistered 
group of hospital and other medical-care insti- 
tutions. 


Because the care rendered in hospitals differs 
from that supplied in nursing homes and in in- 
firmaries, each classification group of institutions 
is considered separately. 


Hospitals and Sanatoriums 


Approximately one out of every five of the 
6991 hospitals reported to the Bureau was not 
included in the American Medical Association’s 
list of member hospitals (Table 1). On the sur- 
face it would appear that the American Medical 
Association had missed a sizeable proportion of 
the hospital facilities of the country. Although 
it represents a very sizeable proportion of the 
total number of hospitals, this nonregistered 
group of hospitals maintained only 2.6 per cent 
of the hospital bed accommodations and rendered 
only 1.7 per cent of the total reported hospital 
days of care (Table 2). 


The few facts just presented provide evidence 
that these nonregistered hospitals are small in 





Table 3 


PERCENTAGE RANGE DISTRIBUTION OF NONREGISTERED 
HOSPITALS, BEDS AND PATIENT-DAYS OF CARE 








Patient-- 


Beds Days 


10.4 6.6 
0.2 0.1 
2.5 1.4 


Range Number 


Highest 








size, and do represent only a very small part of 
the total hospital picture. On the basis of these 
findings, therefore it is safe to assume that studies 
of the total hospital facilities available in the 
United States including only the data on those 
hospitals registered with the American Medical 
Association are adequate. 


If we accept this supposition, we can then ask, 
“Does this mean that by using only registered 
data, comparisons between states can also be con- 
sidered adequate?” An attempt to answer this 
question was made by a study of the range distri- 
butions by state of this nonregistered group of 
hospitals and their accommodations. An examina- 
tion of the proportionate distributions of nonreg- 
istered hospitals shows great variations between 





Table 4 
NUMBER AND PERCENTAGE DISTRIBUTION OF HOSPITALS AND SANATORIUMS, BEDS, ADMISSIONS, PATIENT-DAYS OF CARE, 
BASSINETS, AND AVERAGE INFANT CENSUS, BY AMERICAN MEDICAL ASSOCIATION REGISTRATIONS UNITED STATES, 1939 








Number. 





—Percentage of Type— 
Not 


Percentage of Registration 
Not 





Type of Hospital 


and Sanatorium Registered 


Not 
Registered 


Regis- 
Total Registered tered 


Regis- 


Total Registered tered 





Total number 5,703 





General 4,308 
Tuberculosis 459 
Nervous and mental. 594 564 

562 372 


1,186,262 1,155,428 





General 467,279 446,224 


100.0 81.6 18.4 
80.9 100.0 80.6 
2.0 100.0 94.6 
2.3 100.0 94.9 
14.8 100.0 66.2 


100.0 100.0 97.4 


68.3 100.0 95.5 


100.0 100.0 


76.5 75.5 


100.0 


97.0 


Tuberculosis 
Nervous and mental. 


77,944 
602,850 
38,189 


9,626,682 


75,624 
599,729 
33,851 


9,247,654 


2,320 
3,121 
4,338 


379,028 





General 
Tuberculosis 
Nervous and mental. 


8,943,770 
89,927 
216,276 
376,709 


Total patient days... .355,145,063 


8,602,791 
87,888 
213,776 
343,199 


349,262.641 


340,979 
2,039 
2,500 

33,510 


5,882,422 





General 114,022,324 
Tuberculosis 24,211,794 
Nervous and mental. 208,465,762 

8,445,183 


Total bassinets 


Total average infant 


census 


110,469,818 
23,544,419 
207,456,360 
7,792,044 


58,813 


29,134 


3,552,506 
667,375 
1,009,402 
653,139 


4,814 


1,530 


7.5 
10.1 
14.1 


100.0 
100.0 
100.0 


100.0 
100.0 
100.0 
100.0 
100.0 


100.0 


100.0 
100.0 
100.0 
100.0 


100.0 


100.0 


99.5 
88.6 


96.1 
96.2 
97.7 
98.8 
91.1 


98.3 


96.9 
97.2 
99.5 
92.3 


92.4 


95.0 





January, 1942 








Table 5 
PERCENTAGE DISTRIBUTION OF TOTAL HOSPITAL AND 
SANATORIUM BEDS AND PATIENT-DAYS OF CARE BY 
AMERICAN MEDICAL ASSOCIATION REGISTRATION 
BY STATE 








No. Hospitals ——Beds—— Patient-Days 
Reg- Nonreg- Reg- Nonreg- Reg- Nonreg- 
Area istered istered istered istered istered isterea 





United States.. 81.6 184 97.4 2.6 98.3 17 
Alabama 83.2 16.8 98.0 : 99.2 0.8 

80.3 19.7 96.2 : 98.4 1.6 
Arkansas .... 69.1 30.9 94.5 : 97.4 2.6 


California .... 73.0 27.0 95.1 ¥ 96.3 3.7 
Colorado 74.4 25.6 96.5 : 98.4 1.6 
Connecticut ... 92.2 7.8 99.2 F 99.6 0.4 
Delaware 7.1 99.4 A 99.6 0.4 
District of 

Columbia ... 90. 9.5 99.8 E 99.8 


17.9 97.5 , 99.1 
12.4 98.6 ; 99.4 
: 25.4 95.8 : 98.0 
Illinois ; 14.1 98.5 ; 99.1 
Indiana 4 17.9 97.9 : 99.1 
Iowa : 29.3 95.6 i 97.5 
‘ 20.9 95.7 ; 98.1 
Kentucky ; 14.0 98.4 - 99.2 
Louisiana , 26.6 98.0 5 99.2 
Maine a 29.4 94.8 ; 97.0 
Maryland ; 8.5 99.0 ; 99.2 
Massachusetts . 14.6 93.0 b 93.1 
Michigan 22.8 97.0 ; 98.0 
Minnesota .... 82. 18.0 98.2 t 99.4 
Mississippi ... 9.0 98.4 6 99.0 
Missouri 24.0 97.1 R 98.2 
22.4 95.3 : 97.4 
Nebraska ‘ 28.8 96.0 : 98.5 
36.0 89.6 ; 93.4 
New Hampshire 10.0 95.9 : 96.1 
New Jersey ... 13.0 98.2 : 98.7 
New Mexico ... 19.7 97.0 a 98.3 
New York .... 10.8 98.8 : 99.3 
North Carolina. 11.9 97.5 ; 98.7 
North Dakota. . 28.4 95.7 ; 98.1 
Ohio 838.3 16.7 98.2 ‘ 99.0 
Oklahoma 73.4 26.6 94.9 ; 97.8 
Oregon 73.1 26.9 97.0 ; 98.4 
Pennsylvania .. 92.4 7.6 99.0 ; 99.3 
Rhode Island... 95.7 43 99.8 ; 99.9 
South Carolina. 85.9 14.1 98.2 : 99.3 
South Dakota . 76.1 23.9 95.5 . 97.8 
Tennessee .... 73.3 26.7 96.8 98.6 
78:9- 21.1 “968 , 98.6 
76.7 28.8 98.38 2 99.4 
Vermont 85.3 14.7 98.7 ; 99.3 
Virginia 85.8 142 988 : 99.6 
‘Washington ... 74.1 25.9 93.2 8 94.9 
West Virginia . 90.5 9.5 98.3 : 98.7 
Wisconsin .... 88.2 11.8 97.5 A 98.6 © 
Wyoming 22.2 96.6 ‘ 98.6 





states. In Rhode Island they represent the smallest 
proportions between states. In Rhode Island they 
represent the smallest proportion of numbers, 
bed, and hospital days of care rendered, 4.0, 0.2, 
and 0.1 per cent respectively (Table 3.) In Nevada 
they represent the largest proportions, 36 per 
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Table 6 
PERCENTAGE DISTRIBUTION OF GENERAL HOSPITAL AND 
SANATORIUM BEDS AND PATIENT-DAYS OF CARE BY 
AMERICAN MEDICAL ASSOCIATION 
REGISTRATION BY STATE 








No. Hospitals ——Beds—— _ Patient-Days’ 
Reg- Nonreg- Reg- Nonreg- Reg- Nonreg- 
Area istered istered istered istered istered istered 





United States.. 80.5 19.5 95.5 4.5 96.9 3.1 
Alabama : 18.0 96.0 3 98.0 
Arizona ; 20.4 94.7 ‘i 97.4 
Arkansas 3 34.2 85.7 F 89.9 
California .... 72. 27.8 91.8 : 93.1 
Colorado 4 27.4 93.7 : 96.4 
Connecticut ... 86.4 13.6 97.7 2 98.8 
Delaware is 0.0 100.0 0 100.0 

District of 

Columbia ... 93. 6.7 99.7 e 99.7 
Florida pi VT. O67 ; 98.3 
13.4 96.7 F 97.9 
; 27.8 91.7 ‘ 94.8 
Illinois 4 12:7 - 97.0 : 97.6 
Indiana ; 18.3 95.2 : 97.5 
Iowa R 29.1 90.6 y 92.9 
E 20.8 91.7 B 94.8 
Kentucky F 17.6 94.8 : 96.4 
Louisiana x 28.0 97.4 ; 98.7 
294 ‘91.1 8 93.6 
Maryland 5 6.1 99.4 H 99.8 
Massachusetts . 13.0 93.9 : 93.7 
Michigan , 24.2 96.0 ; 97.3 
Minnesota .... 18.8 96.6 i 98.2 
Mississippi .... 8.9 96.4 ; 97.2 
Missouri ; 27.2 94.6 : 96.4 
Montana f 22.1. ~ 924 ; 94.5 
Nebraska f 30.7 91.2 i 95.3 
62.5 37.5 85.0 ; 89.4 
New Hampshire 88.6 11.4 89.7 : 87.0 
New Jersey.... 88.7 11.3 98.6 x 99.0 
New Mexico ... 76.4 28.6 94.2 ‘ 95.7 
New York .... 88.4 116 98.3 : 99.0 
North Carolina. 89.1 10.9 95.5 . 96.7 
North Dakota.. 75.4 246 94. ‘ 96.1 
Ohio 841 15.9 96.8 , 97.7 
Oklahoma 712.66 27.4 91.0 i 94.8 
73:6 264 (98:1 ; 95.4 
Pennsylvania .. 91.7 8.3 98.4 F 99.0 
Rhode Island .. 92.9 7.1 99.5 : 99.7 
South Carolina. 86.38 13.7 96.4 A 98.5 
South Dakota.. 76.9 23.1 91.1 ; 94.4 
Tennessee .... 70.8 29.2 94.5 2 97.4 
78.0 22.0 94.0 z 96.6 
73.0 27.0 968 : 98.6 
Vermont 85.2 148 97.5 k 99.0 
Virginia 88.0 12.0 97.9 F 98.8 
Washington ... 69.6 30.4 85.6 4, 86.9 
West Virginia.. 91.2 8.8 97.5 : 97.6 
Wisconsin .... 87.7 123 97.0 ; 98.1 
Wyoming : 25.0 92.4 : 95.5 





cent of the hospitals, 10 per cent of the beds and 
7 per cent of the patient-days of care. Despite 
the range variations presented, the median for 
these proportionate distributions are 18 per cent 
for numbers, 3 per cent for beds, and only 1 per 
cent for patient-days of care. 
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These rank order distributions, therefore, tend 
to show that, in an analysis of an over-all state 
hospital picture, the use of only registered data 
is probably adequate in almost all cases. Since 
a county analysis shows ranges vary from 0 to 
100 per cent of the facilities in nonregistered 
hospitals, any analysis or study of hospital facil- 
ities for areas smaller than the state must take 
this group into account. 


Thus far, all of the facts presented tend to sub- 
stantiate the validity of the assumption that the 
nonregistered group of hospitals and their facil- 
ities are such a small part of the total facilities 
that their omission from studies on a national 
or state basis would make no appreciable change 
in the results. However, no analysis of the dis- 
tribution of hospital facilities is complete, even 
for a United States total without considering the 
functional types of care given. By functional 
types we refer to the usual classification of hos- 
pitals into general, tuberculosis, nervous and 
mental, and other or allied general. To complete 
the hospital picture, let us consider the magni- 
tude of the nonregistered group in relation to 
these functional or service types. 


An analysis of the distribution of these non- 
registered hospitals and their facilities by type 
of hospital shows that most of them are classed 
as general and other types (Table 4). The “other 
type” includes those hospitals in which the serv- 
ice is limited to some special medical service other 
than tuberculosis or nervous and mental. The 
nonregistered hospitals comprised 20 per cent of 
the general hospitals, 5 per cent of their beds, 
and only 3 per cent of the patient-days of care 
given. Of the other type they comprised 34 per 
cent of the number, 11 per cent of the beds, and 
8 per cent of the days’ care. Even though the 
proportion of beds and days of care given are rela- 
tively higher in the nonregistered group for the 
general and other types than for all hospital types 
combined, the proportion is still small enough to 
permit the major assumption to hold. 


Using the percentage distribution by states as 
a measure of the effect of nonregistration on state 
comparisons, we note that as high as 15 per cent 
of the general and 100 per cent of the other type 
hospital beds are nonregistered (Tables 5, 6, 
and 7). 


Nursing, Convalescent, and Rest Homes; Other 
Institutions with Infirmaries 


We now come to a point in the analysis where 
the data presented create a doubt as to the valid- 
ity of any presentation of medical-care facilities 
in these kinds of institutions that does not in- 
clude nonregistered data. Only 11 per cent of the 
1092 nursing, convalescent, or rest homes re- 
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Table 7 
PERCENTAGE DISTRIBUTION OF OTHER HOSPITAL AND 
SANATORIUM BEDS AND PATIENT-DAYS OF CARE BY 
AMERICAN MEDICAL ASSOCIATION REGISTRATION 
BY STATE 








No. Hospitals ——Beds—— Patient-Days 
Reg- Nonreg- Reg- Nonreg- Reg- Nonreg- 
Area istered istered istered istered istered istered 





United States.. 66.2 338 886 11.4 923 7.7 


Alabama 4 20.0 89.4 10.6 98.7 1.3 
Arizona 0 100.0 0.0 100.0 0.0 100.0 
Arkansas : 0.0 100.0 0.0 100.0 0.0 
California .... 55. 45.0 805 195 852 148 
Colorado 50.0 89.6 104 96.1 3.9 
Connecticut ....100.0 0.0 100.0 0.0 100.0 0.0 
Delaware 100.0 0.0 100.0 0.0 
District of 
Columbia ... 80.0 20.0 98.4 16 99.2 
Florida 1 50.0 76.8 23.2 85.0 
11.1 99.2 0.8 99.8 
0.0 100.0 0.0 100.0 
Illinois , 44.0 91.1 8.9 94.6 
Indiana 2 46.2 59.4 40.6 53.6 
61.5 62.1 37.9 86.8 
: 66.7 50.0 50.0 63.8 
Kentucky : 0.0 100.0 0.0 100.0 
Louisiana ; 83.3 91.6 
625 549 45.1 63.9 
Maryland 16.7 98.2 18 98.9 
Massachusetts . 65.0 35.0 80.7 19.3 83.0 
Michigan : 35.0 80.6 19.4 87.0 
Minnesota ..... 64.7 35.3 89.9 101 98.2 1.8 
Mississippi .... 0.0 0.0 0.0 100.0 
Missouri : 278 8389 161 812 188 
Montana i 50.0 73.3 26.7 89.5 10.5 
Nebraska L 93.9 6.1 99.97 0.03 
Nevada ee eh eae ea wie “a 
New Hampshire100.0 .0 100.0 0 100.0 0.0 
New Jersey ... 72.0 . 92.9 : 96.9 3.1 
New Mexico ...100.0 .0 100.0 0 100.0 0.0 
New York ..... 81.7 : 94.6 98.0 2.0 
North Carolina. 58.3 : 76.5 88.0 
North Dakota.. 28.6 30.3 50.3 
! 92.4 ; 95.7 
Oklahoma J 42.3 é 63.2 
83.3 L 91.5 
Pennsylvania .. 92.3 ; 99.4 ; 99.6 
Rhode Island...100.0 3 .0 100.0 
South Carolina. 50.0 f J 81.0 
South Dakota... 0.0 0.0 
Tennessee ’ z = 80.0 
88.1 
100.0 
Vermont : 0.0 
Virginia ’ . . 87.3 
Washington ... 81. : } : 92.6 
West Virginia.. 75. \ ; 90.8 
Wisconsin : 65.6 
Wyoming 





ported were registered with the American Med- 
ical Association (Table 8). However, this reg- 
istered group accounted for almost one-third of 
the bed accommodations. Although only 18 per 
cent of the other institutions with infirmaries 
were registered with the American Medical As- 
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sociation, they contained two-fifths of the avail- 
able medical-care beds reported in infirmaries. In 
both the nursing home and infirmary classifica- 
tions, the nonregistered groups of facilities are 
greater than those registered. Any analysis of 
the distribution of nursing homes or institutions 
with infirmaries and their facilities must take 
into account the nonregistered group even on a 
United States total basis. 


Information on the distribution of these kinds 
of institutions and facilities is important to a 
program of preparedness. The possible use of 
these institutions as convalescent centers, in time 
of war, is just one way these facilities can be 
utilized. 

Summary 


Are the nonregistered medical-care facilities so 
small that they can be ignored in the measure- 
ment of hospital facilities as a national resource? 


The analysis of the data in relation to the ques- 
tion shows that for adequate information on the 
distribution of available medical-care facilities: 


1 The omission of the nonregistered hospital 


data from the distribution of total hospital fa- 
cilities will not alter the results to any appreci- 
able extent. 


2 The use of only registered data on the dis- 
tribution of total hospital facilities by states, and 
for comparisons between states, is adequate in 
almost all cases. 


3 For distributions of hospital facilities by 
areas smaller than the state, the nonregistered 
group of hospitals must be included. 


4 The omission of the nonregistered facilities 
in distributions of hospital facilities by type of 
hospital for a United States total will not seri- 
ously affect the results. 


5 The omission of the nonregistered group of 
hospitals from distributions of facilities by type 
of hospital by state, and for comparisons between 
states, would seriously affect the results. 


6 No study of available medical-care facilities 
of nursing, convalescent, or rest homes, and in- 
stitutions with infirmaries should omit the non- 
registered group. 
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Discussion of Doctor Block's Paper 


HOMER F. SANGER 


cent of the institutions covered by its study 
are not registered by the American Medical 
Association Council on Medical Education and 
Hospitals; that these nonregistered institutions 
contain only 2.6 per cent of the beds and furnish 
only 1.7 per cent of the days’ care included in its 


T= Bureau of the Census finds that 18.4 per 


report. This difference occurs because the Reg- 
ister omits institutions which do not have ade- 
quate facilities for medical care, places of purely 
emergency or incidental character, cottages, in- 
firmaries, homes, offices, and such small or occa- 
sionally used places, hundreds of which do not 
have even one registered nurse. 


The Register also omits hospitals which do not 
live up to the published Essentials of a Regis- 
tered Hospital, such as chiropractic and osteo- 
pathic institutions, patent medicine venders, etc. 


It is hoped that the publication of a report 
that does not discriminate may not cause the 
unwary to assume that all hospitals and institu- 
tions are equally dependable. 


The American Medical Association has in its 
files rather complete information about practi- 
cally all of the institutions that are contained in 
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the Census Bureau’s report, thanks to close co- 
operation. 


American Medical Association Register 


The Census Bureau obtained its list from death 
certificates, and of course would get the names of 
all hospitals and institutions where people have 
died. The Register of Hospitals grew out of a 
list compiled for the practical use of physicians 
and their patients, published in tentative form in 
the American Medical Directory in 1906, and the 
complete list in the 1909 and subsequent issues of 
the Directory. It became an annual census in 
1921 and has been called a “Register” since 1928. 


Because of its almost universal acceptance as 
a censored, selected list, hospitals of all types and 
sizes want to be in the Register. It has been an 
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honor to appear on the list, and quite the reverse 
to be omitted. 


The registered hospitals are a hand-picked list. 
Each hospital is admitted on objective informa- 
tion. Evidence is always obtained from several 
different sources. Each application is courte- 
ously and fairly considered. The Register is open 
to all who can show that they reasonably comply. 


In this way the Register has become a pro- 
moter of sound practices, a restraint on evil doers, 
and a contributor to the high esteem in which the 
hospitals of America ‘are held. 


In these years of service the Association has 
learned certain principles or truisms: 


1 The list must be based on the best in- 
terests of the sick and injured. 


2 There must be at hand a file of complete 
information on all doctors and on all 
“healers.” 


3 There must be data on all drugs, reme- 
dies, treatments, cures, devices, good and 
bad; that are offered for sale or use. 


4 There must be a system of cooperating 
persons and groups to give reliable informa- 


tion on any man or any institution with rea- 
sonable promptness. 


5 There must be a staff of qualified, ex- 
perienced hospital examiners to make per- 
sonal visits when necessary. 


6 There must be thorough discrimination 
between the fit and the unfit, based on gener- 
ally accepted standards. 


The annual Hospital Number of The Journal 
has a circulation of over 100,000 copies. Thou- 
sands of additional reprints go complimentary to 
persons and agencies who serve in the hospital 
or medical field. The American Medical Direc- 
tory has a circulation of 10,000 copies. 


The gathering of hospital information is the 
work of the annual census, and it also is a con- 
tinuous process, active throughout the year. New 
hospitals are opened, old ones are increased, re- 
duced, merged, abandoned. For example, the net 
increase in registered facilities from the census 
of 1939, which the Bureau used for comparison, to 
September 12, 1941, was 100 hospitals, or 1.6 per 
cent; 46,848 beds, or 3.9 per cent, and 4366 bas- 
sinets, or 7.4 per cent increase. 





Bleach-Making Machine for Laundries 


Solves Shortage of Chlorine Bleach 


Our Country’s all-out defense effort has cre- 
ated a critical shortage of chlorine for civilian 
use. Defense industries as well as the Army, 
Navy and Air Corps need chlorine in large quan- 
tities. Naturally, Uncle Sam must have first call 
on this valuable element. 


This situation imposes a serious handicap on all 
users of sodium hypochlorite bleach in either 
concentrated liquid form or made from chlorine 
gas or bleaching powder. Every one processing 
laundry work realizes the importance of chlorine 
bleach as a stain remover and for maintaining 
the brilliant whiteness so necessary for good 
washing. 


Equally important is the sterilizing effect of 
sodium hypochlorite bleach. Only 114 to 8 parts 
of sodium hypochlorite per million are sufficient 
to render drinking water germ-free. The bleach 
bath used in the laundry assures sterilization of 
washed work and performs a valuable service 
in safeguarding the public health. Yet it seems 
evident that the time is rapidly approaching when 

chlorine bleach will not be readily available for 
laundering purposes. 


To meet this problem the American Laundry 
Machinery Company has secured exclusive sales 
rights to the American-Valhalla Chlorinator. 
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With this machine, bleach can be made right 
in the laundry, enabling the operator to produce 
his own bleach to meet his own demands. All 
that is required is water, common salt, and elec- 
trical current. 


In the American-Valhalla Chlorinator, a brine 
solution made with water and common salt (such 
as is used in water softeners), flows through 
electrolytic cells. The action of the current pass- 
ing through the brine in the cell electrolyzes the 
brine and produces sodium hypochlorite. The 
bleach thus produced is ready for immediate use 
in the washer without any further processing. 
This simple method of manufacturing sodium 
hypochlorite bleach from common materials en- 
ables the operator to continue the use of bleach 
and assures him of an adequate supply of bleach 
as it is needed in the washroom. 


—————— 


St. Vincent's Hospital, New York City, 
Dedicates Archbishop Spellman Pavilion 


St. Vincent’s Hospital, New York City, has an- 
nounced the blessing and dedication of the Arch- 
bishop Spellman Pavilion on Sunday, January 4. 
His Excellency, The Most Reverend Francis J. 
Spellman, D.D., will officiate. 


The Sisters of Charity own and govern St. 
Vincent’s Hospital. 
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Tuberculous Infection and Clinical Disease 
Among Student Nurses — A Six-Year Study 


B. S. POLLAK, M.D., and SAMUEL COHEN, M.D. 


increasing interest in the problem of tuber- 

culosis among nurses, especially student 
nurses. The latter group has been singled out 
for more thorough investigation because some 
believe that it constitutes potentially the most 
vulnerable body among hospital personnel be- 
cause of sex, age, opportunities for infection and 
intimacy of contact with patients. This point of 
view has resulted in many institutions in the 
establishment of: 


l' THE past fifteen years, there has been an 


1 Case finding programs for the early rec- 
ognition of pulmonary tuberculosis and 


2 Methods to minimize the risk of infection. 


Our report of tuberculous infection and clin- 
ical disease among student nurses represents a 
summary of the study at the Jersey City Medical 
Center and covers the six year period between 
December 1934, and December 1940, inclusive. 
This project has been only one phase of an ex- 
tensive health program for nurses which was 
begun fifteen years ago by. Dr. George O’Hanlon, 
medical director. Nurses on admission to the 
Training School have been routinely tuberculin 
tested since March 1934. In this study, a nega- 
tive reactor is considered as one who shows a 
negative skin reaction to 1.0 mg. of old tuber- 
culin injected intracutaneously or to the second 
dose of P.P.D. The negative reactors have been 
retested annually. The tuberculin testing has 
been carried out by Dr. A. E. Jaffin, chief of the 
Hudson County Tuberculosis Clinics. 


Routine chest x-rays of the nurses was inaugu- 
rated in December 1934. These films have been 
repeated every four months and more often when 
indicated. During the first four years of the 
x-ray survey, several wards were set aside for 
tuberculous patients in the general hospital of 
the Medical Center and student nurses spent two 
weeks on the service in the second or third years. 
In December 1938, the service was transferred to 
the new 500 bed Hudson County Tuberculosis 
Hospital, a unit of the enlarged Medical Center. 


Tuberculous Infection 


The tuberculin reaction is the best indicator of 
tuberculous infection. 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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The incidence of tuberculous infection among 
our students is best visualized by reference to 
Table 1. 


It is interesting to note that there has been a 
progressive drop in the infectivity rate at grad- 
uation for each of these classes. What has been 
the cause for this decline? During the past few 
years, a greater “tuberculosis conscious attitude” 
has developed among our own professional per- 
sonnel. Patients admitted to the general wards 
have been fluoroscoped and x-rayed much more 
frequently than previously—the idea that active 
tuberculosis may be present with relatively slight 
symptomatology or signs has taken hold—and, 
consequently, more infectious cases have been 
detected. Diabetics are watched more closely for 
possible development of tuberculosis and at the 
maternity hospital all antenatal cases are rou- 
tinely fluoroscoped. Frequent consultation with 
the tuberculosis staff is encouraged. While an 
absolute positive statement cannot be made, it is 
likely that these attempts at more prompt rec- 
ognition of the disease coupled with more prompt 
segregation and transfer of tuberculous pa- 
tients from the wards to the tuberculosis serv- 
ice have played an important part in the reduc- 
tion of the tuberculous infection rate on comple- 
tion of the three year course of training. 


Another important point to emphasize is, that 
the great majority of students showed this con- 
version from negative to positive at the end of 
the first and second years and before they had 
their practical experience on the tuberculosis serv- 
ice. This confirms the remark of Amberson and 











Table I 
Per Cent 
Positive Reactors 
Student Nurse Class on Adm. on Grad. 
Adm. 1934—Grad. 1937............. 72 95 
Adm. 19865—Grad. 19388............. 56 89 
Adm. 1936—Grad. 1939............. 48 79 
Adm. 1987—Grad. 1940............. 64 70 
Average per cent Positive, 60; Reactors, 83. i 
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Riggins' that, “no significant relationship could 
be discovered between the first positive tuber- 
culin test and the character of the preceding hos- 
pital service. The tuberculosis service appeared 
no more related in this respect than other hos- 
pital departments.” Of course, there was no way 
of determining how many students may have re- 
ceived their first infection outside of the hospital 
domain. We are in accord with the opinion which 
maintains that the greatest source of danger to 
the student is the unsuspected and undiagnosed 
case of open tuberculosis on the general wards. 
However, regardless whether the primary infec- 
tion is a liability as Meyers? believes or whether 
it is an asset as Heimbeck® and others think, cer- 
tain it is, that other factors not measurable such 
as the dosage of organisms and general individual 
resistance will greatly influence the possibile devel- 
opment of clinical tuberculosis. 


Clinical Disease 


The value of frequent periodic x-ray examina- 
tions in the diagnosis of early pulmonary tuber- 
culosis is inestimable (see Table 2). 


The therapy is simpler, the time period for the 
“cure” is very considerably shorter and the prog- 
nosis is far better, when the lesion is recognized 
in the minimal or pre-cavity stage. 


Great care must be exercised in the interpre- 
tation of the roentgenograms. Small lesions par- 
picularly near the hilum which may be obscured 
by the configuration of the larger bronchi and 
blood vessels, lesions overlying the ribs and small 
foci at the extreme apices which may be mis- 
taken for “muscle shadows” can be easily over- 
looked. We have found fluorscopic examination 
in the rotation positions to be a valuable supple- 
mentary procedure when in doubt. During the 
six year period, out of 699 student nurses exam- 
ined periodically by roentgenograms of the chest, 
thirteen (12 females and 1 male) or 1.85 per cent 
developed clinically significant or active tubercu- 
losis which was contracted during the three year 
period of training. Based on the average yearly 
census of students in the training school, the case 
rate is 0.97 per 100 nurses per year. The diag- 
nosis in all cases was made on the routine film be- 
fore symptoms manifested themselves to such a 





degree as to make the nurses seek and examina- 
tion. For all practical purposes, it was useless to 
debate whether the process seen on the x-ray film 
was a first infection or re-infection lesion. We 
did not observe any distinguishing clinical or 
roentgenological features to help us make a dif- 
ferentation. In no instance did we encounter the 
classical appearance on the x-ray film of a pri- 
mary complex in those original negative reactors 
who later became positive. 


Thus we have no certain way of knowing 
whether the lesion which we see three months, 
six months, one year or more after the develop- 
ment of a positive tuberculin test is a first or sec- 
ond infection process. Past experience, however, 
taught us the fallacy of viewing these early 
lesions as benign. The nurses were taken off duty 
immediately and treated promptly which insures 
a more lasting cure. Twelve or 92.3 per cent 
were minimal cases when the diagnosis was first 
made—included among this number is one case 
of pleural effusion—and only one or 7.7 per cent 
was a moderately advanced case with a small cav- 
ity near the hilar area. The latter patient re- 
ceived artificial pneumothorax. Two of the min- 
imal cases showed progression after a satisfac- 
tory trial period of the bed rest regime and pneu- 
mothorax was induced. The remainder have been 
successfully treated to date by bed rest alone. Ten 
are now working or able to work and three have 
completed their convalescence at home and are 
returning to duty soon. 


Of this group of thirteen, only two had their 
training on the tuberculosis service before the 
disease manifested itself. We are aware that 
several investigators have reported that the orig- 
inal negative reactor has a much greater chance 
of developing pulmonary tuberculosis than the 
original positive one. According to our experi- 
ence, seven were positive reactors on admission, 
five negative reactors and in one the tuberculin 
test was unfortunately overlooked on admission 
and not done. 


Discussion 


In a discussion of the problem of tuberculosis 
among student nurses, certain questions inev- 























Table II 
Classification of Cases Therapy 

Cases Among Mod. Far. Hematog. Art. 

Student Nurses Minimal Adv. Adv. Tbe. Pne. Phrenic Died 
Five year period before survey — . 

NC eer eer tls erinove se 5 oi dn 5 or 41% 5 or 41% 1 or 9% 1 or 9% 6* 1 1 
Six Year period of survey 

ESP CMRE RNA PRONE 5 occ 85 b-6 een bo 12 or 92.8% 1 or 7.7% 


0 0 3 0 0 





*Two of whom had bilateral pneumothorax. 
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itably come to the forefront. In order to obtain 
a composite view of some of the pertinent as- 
pects, a questionnaire was sent in March 1941 
to the medical directors of 84 tuberculosis sana- 
toria or services throughout the country. This 
number represents the hospitals which are of- 
ficially approved (as of September 1940) by the 
Council of Medical Education and Hospitals of the 
American Medical Association for a residentship 
in tuberculosis. It was felt that this approach 
offered the best means of reaching the larger in- 
stitutions and those which were most likely to 
have affiliated student nurses. Replies were re- 
ceived from 68 or 81 per cent of the hospitals. We 
shall refer here to a portion of the report which 
we have recently summarized: 


1 It is of general interest to remark that only 
25 out of the 68 hospitals or 37 per cent have a 
student nurse body. New York State leads all 
other states with 9 or 36 per cent of the entire 
group of 25. 


2 The next inquiry was, “Do you have a case 
finding program for student and _ graduate 
nurses ?” 


a—Student nurses—All of the 25 institutions 
have a case finding program and employ periodic 
chest x-ray examinations but only 20 or 80 per 
cent use both roentgenograms and tuberculin test- 
ing. The latter is done at least once a year. Two 
institutions x-ray their students once annually, 
13 x-ray semi-annually and 10 at intervals less 
than six months. 


b—Graduate nurses—All of the 68 hospitals 
have case finding projects for their graduates; 
67 use chest films and one uses fluoroscopic ex- 
amination periodically—41 do roentgenographic 
examinations at six month intervals, 20 at yearly 
intervals and 3 each at three and four month 
periods. Fifty-seven do routine tuberculin test- 
ing also, the majority within six months but none 
no later than once annually. 


The duration of establishment of case finding 
programs among nurses ranged from 1 to 19 years. 


3 “Do you permit nurses (students and grad- 
uates) with negative tuberculin reactions to be 
affiliated with your institution? If so, is this 
policy extended to orderlies, maids, and other hos- 
pital personnel in contact with patients?” 


The findings are given in Table III. The strik- 
ing facts elicited are: (a) only ten hospitals (3 
with student and 7 with graduate nurses) admit 
only positive reactors; (b) from the data sub- 
mitted to us, we could determine no significant 
difference in the morbidity rate of clinical tuber- 
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Table III 
Hospitals Hospitals Other 
with with Hospital 
Student Grad. Per- 


Nurses Pct. Nurses Pct. sonnel* Pct. 
Admit negative 


reactors ..... 17 68 47 69 43 63 
Admit only posi- 

tive reactors .. 3 12 7 10 8 12 
No tuberculin test 

MEOE: ree 5 20 11 16 17 25 
No answer ..... 0 0 3 5 0 0 





(*Sixty-two or about 91 per cent of the hospitals have periodic 
chest x-ray examinations, mostly once annually, of the above- 
mentioned employees.) 





culosis between those institutions which admit 
only positive reactors and those which accept neg- 
ative reactors also. 


4 “What is your incidence of newly diagnosed 
roentgenologically active cases of pulmonary tu- 
berculosis (include pleurisy with effusion with- 
out demonstrable parenchymal disease) among 
student nurses?; among graduate nurses? What 
percentage are minimal cases?” 


Eleven of the twenty-five hospitals with stu- 
dent nurses gave satisfactory replies which could 
be reduced to a common, denominator for sta- 
tistical presentation and 31 institutions furnished 
information among graduates (Table IV) ; eleven 
of the latter or 35.5 per cent stated that no grad- 
uates developed the disease during their period 
of observation and employment which was very 
variable. The incidence of the disease among 
student nurses is for the three year period of 
training. 





Table IV 


Student Graduate 
Nurses Nurses 
Average incidence of pulmonary tu- 


BEE CUIONIE OS oso bien ' snip eine eves, sonia oes 2.4% 1.9% 
Maximum incidence of pulmonary tu- 

GRCHIOBIE Ss tise s cca eilotew ae ce 5.1% 10% 
Minimum incidence of pulmonary tu- 

WOPPUNOBIBS 6ocacd doisihceer ee et anes 0.2% 0.5% 
Average per cent of minimal cases... 84 86 
Maximum per cent of minimal cases.. 100 100 
Minimal per cent of minimal cases... 66 56 





5 “Do you believe that nursing duties in a 
well regulated sanatorium or service constitute 
an occupational hazard?” (See Table V.) 








Table V 
MIRON OR sy coer Sw'ebas eee 26) 57.3% 
Yes, but greatly exaggerated.......... 13( 
WRG 80 on os ks EN ce eee 23 or 33.8% 
RPA RN co occ) cara Ne so ubtece ale Meee Wee 5 or 7.4% 
DIO TAMRON olin acoso veh aes Vow Slee es lor 1.4% 
HOSPITALS 
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Cutter Human Serum will 
not only cost less but is 
safer and more effective. 


CUTTER Loon Stempel te 
now cold C053 Van cones feos / 


Cutter stock human serum and plasma, 
made available a year and a half ago as 
a substitute for emergency transfusion, 
then cost nearly fifty dollars per 250 
c.c. flask. Tremendous demand has made 
possible successive price reductions, 
which now bring these flasks to your 
hospital well under the usual donor fees. 


Now costing less than whole blood 
and averting the dangers of emergency 
transfusions, these tested Cutter prod- 
ucts, in many instances, are therapeuti- 
cally superior to whole blood. 


Cutter Human Serum and Human 


Plasma are not the by-products of a 
blood bank. They are prepared from 


fresh blood from healthy white fasting 
donors. 

Are they in your hospital drug room? 
Both surgical staff and hospital will 
appreciate this safety assurance in 
emergencies. Cutter Human Serum and 
Human Plasma are available from all 
Cutter Saftiflask distributors. 











Net price to institutions 


250 c.c. Saftiflask $19.80 
50 c.c. flask 4.80 





























It is noteworthy that a very significant propor- 
tion expressed the definite opinion that tubercu- 
losis nursing is not an occupational hazard in a 
well regulated institution. Many stated also that 
the hazard was greater in a general hospital than 
in a tuberculosis sanatorium. 


Brahdy‘ has presented a very enlightening dis- 
cussion of this controversial subject. 


In a sense, the practice of nursing and medi- 
cine as a whole may be considered as a potential 
hazard to personal health. There are many in- 
stances where nurses and physicians have devel- 
oped other diseases in the line of duty—as for 
example, the exanthemata, pneumonia, influenza, 
anterior poliomyelitis, septicemias, and syphilis 
contracted by accidental inoculation with infected 
instruments. These risks are taken for granted 
and apparently do not detract young men and 
women from pursuing these professions. We 
must remember also that the age group repre- 
sented by student nurses is the group in which 
one would expect a high tuberculous mortality and 
morbidity. Regardless whether young women 
between the ages of 18 to 25 years are nurses or 
not, a certain percentage will develop the disease 
and in some of the largert cities in this country, 
as high as 30 per cent of all deaths in this age 
group is attributable to tuberculosis. By virtue 
of our intensive case finding program and the 
institution of prompt appropriate therapy there 
has been not a single fatality among the 13 stu- 
dent nurses since our survey began in December 
1934. Thus, as concerns mortality statistics, 
nursing is not a serious occupational hazard for 
our students. What about the morbidity from 
tuberculosis? We found in our survey an inci- 
dence of 1.85 per cent of new cases of tuberculosis 
or a case rate of 0.97 per 100 nurses per year. 
The natural question is: How does this compare 
with the incidence among the young adult fe- 
males of the same age group in the general pop- 
ulation? The truth is there have been relatively 
few such control studies reported. Moreover in 
evaluating statistics for comparison, difficulties 
are encountered because of different case finding 
techniques employed and wide differences in the 
manner of reporting morbidity. The latter point 
was well impressed upon us in compiling the table 
of incidence of the disease among nurses from 
the answers given in our questionnaire. The for- 
mer difficulty is well illustrated by the following 
examples which have been cited frequently by 
others. 

Stiehm’ in 1935 reported that in 14 years at 
the University of Wisconsin prior to the estab- 


lishment of case finding by x-rays, an average of 
10 cases of tuberculosis per year was discovered. 
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Then during the first year that the x-ray survey 
was introduced, 43 cases were found or an in- 
crease of 430 per cent over the 14 years average. 
The New York Telephone Company takes chest 
x-rays of its employees when indicated by 
clinical examination. McSweeney® quoted by 
Brahdy, found an incidence of .09 per 100 in 
their female workers in the ages between 20 to 
30 years. Now, among the female clerical work- 
ers of the Metropolitan Life Insurance Com- 
pany who received pre-employment and routine 
fluoroscopic examination of the chest annually, 
Fellows’ reported in 1934 that the incidence in 
the same age group was 0.43 per 100 or almost 
500 per cent higher than among the employees 
of the telephone company. Therefore, is it not 
logical to assume that our higher incidence may 
be attributable in part to the fact that we are 
using a more sensitive diagnostic method than 
any of these organizations—a method which con- 
sists of periodic examinations three times an- 
nually by x-ray film and not by fluoroscopy once 
annually? 


Finally, no comment on this topic could be com- 
plete without reference to methods for minimiz- 
ing the potential risk of tuberculosis among stu- 
dent nurses, especially in general hospitals. 


1 Overwork with little time for recreation may 
be a contributory factor in some cases leading to 
diminution of general resistance and increased 
susceptibility to tuberculosis. Certainly, meas- 
ures to improve this condition would be very 


helpful. 


2 The routine rise of B.C.G. Vaccination in 
uninfected student nurses cannot as yet be ac- 
cepted as the solution. 


3 Routine chest x-ray examinations of all new 
admissions to a general hospital would be an ideal 
method for the purpose of diagnosis and segre- 
gation of tuberculous patients. Several years 
ago this would have appeared as an impractical 
procedure especially in large municipal institu- 
tions, but today with 35 mm. and 4 x 5 chest x-ray 
films being used in some surveys at very low cost, 
this method warrants further exploitation in 
hospitals. 


4 The question has frequently arisen as to the 
advisability of the adoption of a definite com- 
municable disease technique in a tuberculosis in- 
stitution. While this may be desirable, it does 
not seem to be practical in our particular hos- 
pital. In order to carry out such a technique 


effectively, all patients must be kept in bed. On 
the floors of our hospital some are bed patients, 


others have bathroom privileges and graded ex- 
There- 


ercise, some go to religious service, etc. 





HOSPITALS 












FOR THE DURATION 


Rhoads & Company will exert all 
possible energy and ingenuity, will 
eel coma Mi La hive oh 
the past 50 years to maintain a de- 


pendable ane uninterrupted Service in 


Po Hk ADEA eP HT A 
SPEC VAATAB EPS «61M 


HeGas PoE PoA PoE X--Fot t.8 Ss SF N.C E ee eS | 


January, 1942 














fore, an absolute contagion technique is not feasi- 
ble: We have, however, inaugurated a modified 
technique to be used by nurses with particular 
emphasis on gowns for nurses, the use of a mask 
when working at the patient’s bedside, the neces- 
sity for frequent washing of hands and proper 
collection and disposal of sputum. 


In reply to the query, “Do your nurses follow 
a strict isolation technique in caring for patients,” 
—the questionnaire survey showed that one-third 
of the hospitals use such a technique and two- 
thirds employ a modified one; and this proportion 
holds true whether the institutions have pupil 
nurses or not. The majority use a gown and mask 
technique when the nurse is in close contact with 
the patient, particularly when the latter is unco- 
operative or moribund. In some hospitals, the 
mask is worn by the patient, in others by the 
nurse. Many stress frequent washing of the 
hands as a very important feature. It is worth 
while mentioning that there was no consistent 
correlation between the viewpoint expressed as re- 
gards occupational hazard and the type of tech- 
nique employed. Thus, in quite a few instances 
tuberculosis nursing was considered as a hazard 
and yet the technique was not the strict isola- 
tion type. 


It seems to us that there is no need for phthis- 
ophobia among student nurses provided we are 
able to maintain high health standards among 
them, and adopt a sensible precautionary regime 
which is best suited to the particular institution. 
It is most essential that this be fortified by a 
vigilant case finding program for the early recog- 
nition of tuberculosis which should be treated 
promptly. 

Summary 


1 A report on a six year study of tuberculosis 
among student nurses at the Jersey City Med- 
ical Center is presented. 





2 There has been a progressive decrease in 
the infectivity rate on graduation as detected by 
tuberculin testing in the classes which left the 
Training School between 1937 to 1940. The av- 
erage rate of positive reactors on admission for 
these classes was 60 per cent and on graduation 
83 per cent. 


3 Out of 699 student nurses examined by chest 
x-ray every 4 months, 13 or 1.85 per cent de- 
velop clinically active tuberculosis during their 
period of training; twelve were minimal cases 
and one moderately advanced when the diagnosis 
was first made. All received treatment promptly ; 
in three artificial pneumothorax had to be in- 
duced and the remaining 10 were treated by bed- 
rest alone. There has been no fatality from 
tuberculosis in this group. 


4 Pertinent aspects of the problem of tuber- 
culosis among nurses is discussed. The varied 
opinions, data and procedures elicited by a ques- 
tionnaire survey, and derived from the larger 
tuberculosis institutions in this country are 
analyzed. 


We are greatly indebted for the splendid co- 
operation and encouragement given to our efforts 
by Dr. George O’Hanlon, medical director of the 
Jersey City Medical Center, Jessie M. Murdoch, 
directress of nurses and Dr. L. F. Fuld, health 
director. 
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January 22—Wisconsin Hospital Association, Mil- 
waukee 

February 20-21—Arizona State Hospital Association, 
Phoenix 

February 22—North Dakota Hospital Association, Bis- 
marck 

February 26-28—Texas Hospital Association, Houston 

March 10—Massachusetts Hospital Association, Boston 

March 11-183—New England Hospital Assembly, Boston 

March 20—Louisiana Hospital Association, Shreveport 

April 8—Tennessee Hospital Association, Memphis 

April 9-11—Southeastern Hospital Conference, Mem- 
phis, Tennessee 

April 13-16—Association of Western Hospitals, Seattle, 
Washington 

April 15-17—Hospital Association of Pennsylvania, 
Pittsburgh 
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Coming Meetings 


April 16-18—Carolinas-Virginias Hospital Conference, 
Richmond, Virginia 

April 21-23—Ohio Hospital Association, Columbus 

April 23-24—Mid-West Hospital Association, Kansas 
City, Missouri 

April 23-24—Kentucky Hospital Association, Louisville 

April 27-29—Iowa Hospital Association, Des Moines 

May 6-8—Tri-State Hospital Assembly, Chicago 

May 7-9—New Jersey Hospital Association, Atlantic 
Cit 

» a 11—Mississippi Hospital Association, Jackson 

May 14-15—South Dakota Hospital Association, Sioux 
Falis 

May 21-23—Hospital Association of the State of New 


York, Buffalo 
November 11-12—Kansas Hospital Association, Wichita 
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ee. provides greater safety in intravenous administration 


Administration of parenteral solutions from the Baxter Vacoliter is 
simple. The tamperproof metal seal and protective rubber diaphragm 
are removed and the Vacodrip inserted; that is all there is to it. No 
ATTACHMENTS special precautions against contamination are necessary. 


* NO COMPLICATED 


Two depressions in the rubber diaphragm indicate that the vacuum is 
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A Yardstick for Municipal Hospital Personnel 


WILLIAM LOUGHRAN 


ferred to as a yardstick for personnel for a 

municipal hospital I confine myself entirely 
in the following to the operation of the institu- 
tions under the jurisdiction of the Department 
of Hospitals of the City of New York. A state- 
ment to the effect that there is no agency other 
than the City of New York which carries on such 
a wide range of services in the medical profession 
can hardly be challenged, especially when it is 
known to what extent the City of New York en- 
deavors to care for its citizens. The thought, 
when the words “municipal hospital” are spoken, 
is that of a general or active acute institution. 
A fairly well arranged personnel set-up could be 
presented for this particular type, but considera- 
tion must be given in the thought to communic- 
able disease, tuberculosis, chronic, psychopathic 
hospitals and homes for the aged and infirm. 


[: attempting to set forth what might be re- 


The general operation of an institution for any 
of the aforementioned services, other than medical 
and nursing care, is fairly comparable. In view 
of this latter statement, it is my opinion that if 
the organization of a general hospital is accepted 
the same could be used as a yardstick for mu- 
nicipal purposes. Using the organization of a 
general hospital of somewhere in the neighbor- 
hood of 500 to 600 beds, the following is pre- 
sented: 

Supervision 


In organizing the personnel for an institution 
there are 20 individual functions set forth, and 
they are divided into 69 subfunctions. 


The first and main function of organization is 
that of supervision. In this we have the med- 
ical superintendent who is responsible for every 
detail within the institution. The superintendent 
interprets the policies of the department and 
makes all rules and decisions that are necessary. 
He officiates in the liaison between the medical 
board and the department. At this point I think 
it well to state that while the medical board does 
not appear as such in the functional organization 
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it will not be disputed that a general hospital 
could not function without the presence of such 
body. These members of the medical profession, 
who give their time and energy, do not appear 
in the general set-up of an institution staff but, 
nevertheless, they might be referred to as the 
mainstay in the operation of the institution. The 
deputy medical superintendent, who acts as as- 
sistant and assumes charge in the absence of the 
medical superintendent, is assigned various duties. 
Generally, he has supervision over the house 
staff, handles patients’ correspondence, and directs 
various of the functions. A lay superintendent, 
or overseer, who acts as assistant to the medical 
and deputy medical superintendent, exercises 
functions under their supervision over all lay 
matters of the institution. Provision is made 
for financial investigation of patients, care of 
patients’ property, information service, and other 
functions. 


Stores and Pharmacy 


Next in order of organization is the stores serv- 
ice over which there will be a storekeeper with 
such clerical and stores assistants as may be re- 
quired. 


Next comes the pharmacy which will have a 
pharmacist in charge and, according to the de- 
mands of the service, two or three assistants. 


Nursing Care 


One of the heaviest service of the institution, 
is that of nursing care. The senior in the nursing 
service is the superintendent of nurses. She is 
charged with the organization and administration 
of the entire nursing service. To assist her in her 
many duties she will have assigned either two or 
three assistant superintendents of nurses. The 
assistant superintendents might be; assigned as 
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afternoon or night supervisors, and in order of 
seniority, they act in the absence of the superin- 
tendent. 


Following in order are the chief nurses. I do 
not know of any standard relative to the desig- 
nation of chief nurses. However, efforts are made 
to allocate sufficient to provide one for each of the 
various services, such as medicine, surgery, and 
pediatrics. Also, one for the supervision of the 
operating room, and where individual patient pa- 
vilions exist, one in charge of each of said pavil- 
ions. The number of nurses to be provided for 
bedside service is predicated on a study which was 
conducted a few years ago and, although it is as- 
serted that due to advance in nursing technique the 
nursing load is greater today, yet, due to the fact 
that no succeeding study has been made, we must 
adhere to the original study. Briefly, the patient 
minutes applied in arriving at our nursing force is 
as follows: 


104.8 minutes 
110.7 minutes 
197.08 minutes 
Obstetrics—mothers 90.02 minutes 
Obstetrics—infants 101.06 minutes 
Premature infants 313 minutes 
Tuberculosis: 

Bed rest patients 

Ambulance patients 


Acute surgical 
Acute medical 
Pediatrics 


95.5 minutes 
1 nurse to 30 patients 


The above sets forth the length of time required 
per patient, but a second factor must be consid- 
ered—that of the time which each nurse can pro- 
vide. This has been arrived at through the me- 
dium of deducting from a full year’s time the days 
off per week, the days allowed for vacation, the 
days allowed for sick leave and holidays. By com- 
putation it is reflected that each nurse provides an 
average of 360 minutes per day the year round. 
As an example, if the patients on a certain service 
required 1440 minutes of nursing service in a day 
it would necessitate the assignment of four nurses 
to provide the full nursing minutes, whereas, if 
the nurses worked the full eight hours the year 
round, the same service would only require three 
nurses. 


A further consideration in the nursing service 
is an institution at which a school for nursing is 
conducted. At such institution the services of the 
pupil nurses are utilized but, due to the fact that 
the pupils must attend classes, the total minutes 
per day available from them is only 320. 


There are additional services to which nurses 
must be assigned, and for which there is no load 
basis, other than the activity of such services, to 
regulate the number. Such services are the oper- 
ating room, surgical supply room, and physio- 
therapy. 
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Efforts to provide for additional service on the 
wards consists of assigning one hospital attend- 
ant or practical nurses for every eleven patients, 
a full time and part time hospital helper for clean- 
ing and general help, and a full time and part 
time hospital helper for the ward dining service. 


Pathological and X-ray Laboratories 


So far, I have referred to the medical staff 
briefly, namely, the medical board. Other serv- 
ices to be considered, while on the medical and 
nursing care, would include the following: 


The pathological laboratory would have a full 
time pathologist who would be in complete charge 
and have supervision of all functions of the lab- 
oratory. According to the services demanded, he 
would have one or two assistants. In addition, 
he would have a bacteriologist and a chemist. In 
accordance with the demands on the service, he 
would have an allotted number of laboratory as- 
sistants. The latter would be assigned to his- 
tology, to chemistry, to serology, to bacteriology, 
etc. There might be one or more of the assist- 
ants assigned to these various phases of the work. 


The x-ray laboratory would be under the super- 
vision of a full time roentgenologist. If the de- 
mands on the service were heavy enough, he 
would have an assistant assigned. He would, 
further, have four or five x-ray technicians whose 
duties would consist of taking of pictures in the 
x-ray department or at the bedside of patients, 
and for the developing of films. 


Both the pathological and x-ray laboratories 
would have assigned to them the necessary cler- 
ical help. 


Further Provision for Medical Service 


A further word on the medical service is to the 
effect that provision is made for paid personnel 
for the admitting and emergency services. There 
is no basis for a paid staff on ward services in the 
institution. However, to varying degrees there 
are physicians on the payroll assigned as resi- 
dents and assistant residents on the various serv- 
ices. In addition, in accordance with the request 
of the medical board varying numbers of medical 
interns are assigned. The effort is made to pro- 
vide a resident and assistant resident, a senior 
and a junior intern for each of the services. In 
addition to the in-service, interns are assigned for 
limited periods to ambulance duty. According to 
the size of the district assigned and the activity 
within the same, the number of ambulances on 
service is regulated. 
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production facilities are your further assurance of 
the economy that comes with quality in Simmons 
Stainless Steel Equipment. 
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All the general hospitals conduct an out-patient 
department. Usually a paid physician is in charge 
of the service. With few exceptions, such as the 
tuberculosis, the venereal, and the eye services, 
the medical staff, as in the case of the medical 
board, does not appear in the functional set-up 
as they give of their time and service gratis. Ac- 
cording to the number of clinics necessary, a suf- 
ficient number of nurses is assigned, and such 
clerical help as is necessary. 


Dietary Department 


One of the big problems in hospital operation 
is that of the dietary department. For supervi- 
sion of this department there will probably be a 
head dietitian and she will have assigned to her 
five or six assistants in accordance with the serv- 
ice necessary. On the head dietitian falls full 
responsibility for the proper feeding of all in the 
institution including patients and employees. Her 
assistants are assigned to sub-service in the de- 
partment, such as special diet kitchen, nurses’ 
home, staff house, and the employees’ service. 
Under the supervision of the head dietitian are 
the employees in kitchens and the dining rooms. 
A schedule for assignment of kitchen and dining 
room help to which effort is made to adhere, is 
as follows: 


For a census of 25 to 50, a cook and a helper would be 
provided. 


For a census of 50 to 100, a cook, 1 assistant cook and 
1 helper would be provided. 


For kitchen service, additions to the foregoing call for 
1 additional cook for each 400 additional census of patients 
and 1 kitchen helper for each additional census of 100. 


In the doctors’ and nurses’ kitchens, 1 additional cook 
for every additional 200 and 1 additional helper for each 
50. 


In the employees’ kitchens, provision is made for 1 addi- 
tional cook for each additional 300 and 1 additional helper 
for each additional 75. 


Personnel in special diet kitchens depends on the num- 
ber of diets, and the availability of student nurses. 


In the dining rooms, 1 waiter or waitress is provided 
for every 21 to 30 persons to be served where table service 
is conducted. 








In the cafeteria services, the number of help allocated 
is 1 to every 30 to 50 being served. 


Following the dietary service we come to the 
general housekeeping.. This consists of the as- 
signment of sufficient help for the general house 
work in the staff house, nurses’ home, and, in 
some cases, general housekeeping in the wards. 
The ratio for the staff house and nurses’ home is 


usually one chambermaid for every twenty rooms 
and such additional help as is necessary for the 


hallways, baths, etc. In an institution where the 
ward housekeeping is under a general supervisor, 
the hospital helpers assigned to such wards do 
the cleaning under the supervision of the general 
housekeeper. A maid or a cook is assigned to 
each of the officers of the institution who are on 
a maintenance basis. 


Power Plant and Laundry 


Next in order of organization is the power 
plant. The general organization will provide a 
senior stationary engineer in charge who is re- 
sponsible for the care and operation of the power 
plant and all equipment and machinery through- 
out the institution. He will have under his su- 
pervision 8 watch engineers, 3 watch firemen, 
and in cases where power is generated, sufficient 
oilers for the maintenance of the generating ma- 
chinery. In addition, he will have a sufficient 
number of maintenance men and hospital helpers 
for general work in the power plant and minor 
repairs and painting throughout the entire insti- 
tution. 


The laundry service follows. This service is in 
charge of the foreman of laundry. There is no 
standard I know of for the allocation of help to 
this service. Help is provided based on the ne- 
cessity at the particular institution. 


The remaining functions to be covered consist 
of the assignment of ordained personnel for re- 
ligious service; assignment of personnel for farm 
and garden if the institution has grounds avail- 
able, and in isolated cases, the carrying on of 
bakery service. 


In this presentation I have tried to cover in as 
brief a manner as possible the general or func- 
tional set-up of what might be termed an average 
general hospital. 
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When electroencephalography records the brain 
potential of epileptic patients prior to and after 
the use of Kapseals Dilantin Sodium, the oscillo- 
graph usually depicts more normal brain waves. 
Furthermore, seizures diminish in frequency and 
severity. As a result of this, the patient’s general 
attitude and behavior are favorably influenced 
and he is permitted to enjoy a more normal life. 


A combined report of thirteen clinicians 
states that in 404 out of 595 epileptic patients, 
Dilantin Sodium was more effective than other 
anticonvulsants’. Its value in patients not re- 
sponding to other medication has been reported’. 
All in all, Dilantin Sodium (phenytoin sodium), 
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step in the management of epilepsy. Complete 
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Quadrennial Apportionment to House of Delegates 


sociation provide that the House of Dele- 
gates shall consist of one hundred members, 
distributed as follows: 


Tx By-Laws of the American Hospital As- 


1 Delegates chosen by the Assembly 12 


2 Members of the Board of Trustees 
and the immediate Past-President 
of the Association 


Delegates chosen by the Blue Cross 
Service Plans 


Delegates elected by Personal 
members of the Association and 
duly accredited representatives of 
the Institutional members of the 
Association 


(Each State of the United States 
and each Province of the Dominion 
of Canada, and the District of 
Columbia and the Territories of 
Hawaii and Puerto Rico, regardless 
of the numerical membership in 
the American Hospital Associa- 
tion, is entitled to at least one 
delegate.) 


There are 60 of these geographical divisions 
which leaves 12 Delegates to be apportioned to 
those states having the largest number of Per- 
sonal members combined with the largest num- 
ber of representatives of Institutional members. 


The total number of voting units of all states, 
provinces and territories is 5711. We divide this 
total into 72, and the-resulting quotient of .0126 
will be the fraction of a Delegate which each vot- 
ing unit represents. 


There are 22 states whose numerical units en- 
title them to consideration for more than one 
Delegate. Following the principle of obtaining 
the voting unit for all geographical divisions, we 
find that in these 22 states there is a total of 
4459 voting units which, divided into 12 (the 
number of available Delegates for distribution 
among these geographical areas) gives the frac- 
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tion of .0026 of a Delegate per voting unit. This 
apportionment will distribute 10 of the 12 Dele- 
gates to 9 states in proportion to the numerical 
strength of their respective voting units, leaving 
2 Delegates to be awarded to the 2 states with 
the largest number of voting units and the larg- 
est fraction above .5 which would entitle them 
to an additional Delegate. As a result of the ap- 
plication of this formula, the respective states 
and provinces, the Territories of Hawaii and 
Puerto Rico, and the District of Columbia are en- 
titled to the number of Delegates shown in the 
following list: 


APPORTIONMENT OF DELEGATES 
(List According to Total Voting Units) 
Total Units Dele- Alter- 

Section per section gates nates 
New York 
Pennsylvania 
Massachusetts 
Illinois 
Michigan 


California 
New Jersey 


Minnesota 


Missouri 
Connecticut 
Indiana 
Georgia 
Wisconsin 
Tennessee 
Washington 
Louisiana 
Florida 
Maryland 
North Carolina .... 


Virginia 


Colorado 
Kentucky 
Rhode Island 
West Virginia 
Oklahoma 
Alabama 
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Leighton M. Arrowsmith, President 
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St. Luke’s Hospital 
Bethlehem, Pennsylvania 


James U. Norris, Secretary-Treasurer 
Woman's Hospital 
New York City 


Robert N. Brough 
Norwalk General Hospital 
Norwalk, Connecticut 
David Q. Hammond 
Flower and Fifth Ave. Hospitals 
New York City 
John H. Hayes 
Lenox Hill Hospital 
New York City 
F. Stanley Howe 
Orange Memorial Hospital 
Orange, New Jersey 
Everett W. Jones 
Albany Hospital 
Albany, New York 
John F. McCormack 
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New York City 
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Brooklyn, New York 
Joseph J. Weber 
Vassar Brothers Hospital 
Poughkeepsie, New York 
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Alter- 
nates 


Total Units Dele- 
Section per section gates 
Ontario ee 1 
New Hampshire .... 53 


Nebraska 

South Carolina 
Mississippi 

Vermont 

District of Columbia. 
North Dakota 
Arkansas 

Arizona 

South Dakota 
Puerto Rico 
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New Mexico 


Alter- 
nates 


Total Units Dele- 
Section per section gates 
Utah 


Montana 


British Columbia ... 
Delaware 
Saskatchewan 
Wyoming 

Alberta 

New Brunswick .... 
Nova Scotia 
Manitoba 

Nevada 

Prince Edward Island 
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Total Delegates— 





Total Voting Units—5711. 
72. Total Alternates—72. 





The Hospital Book Shelf 


MOTHER AND BABY IN PICTURES. Louise Zabris- 
kie, R.N., New York City. J. B. Lippincott 
Company, Philadelphia. 1941. $1.50. 

A timely text for prospective mothers, particu- 
larly well illustrated. The information and advice 
on prenatal care and the care of the baby make 


this an extremely. valuable manual. 


—_@——. 
TEXTBOOK OF PYRETO THERAPY. Willa M. Phillips, 

R.N. Willa M. Phillips, 1021 Kirkman Street, 

Lake Charles, Louisiana. 1940. $2.00. 

A manual of pyreto therapy for the nurse- 
therapist, this text includes a general discussion 
of the methods of the induction of therapeutic 
fever, a full discussion of the nursing technic, and 
observations to be made by the nurse before and 
during the fever. The various accidents or un- 
toward reactions which may be expected are dis- 
cussed and their prevention and treatment out- 
lined. 


The text is well illustrated with typical records 
and graphic charts. 


a 


WARD TEACHING—METHODS OF CLINICAL IN- 
STRUCTION. Ann M. Taylor, M.A., R.N. J. B. 
Lippincott Company, New York. 1941. $3.75. 
This new text written as a reference and guide 

for the teacher of nursing, whether head nurse, 
supervisor, or instructor. It deals with the or- 
ganization of the teaching plan, the methods of 
putting it into operation, nursing clinics, nursing 
conferences, demonstrations and orientation of the 
pupil. 
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THE PREMATURE INFANT. Julius H. Hess, M.D., 
and Evelyn C. Lundeen, R.N. J. B. Lippincott 
Company, Philadelphia. 1941. $3.50. 

The authors have assembled in this book both 
the latest thought and the benefits of their own 
extensive experience in this highly specialized 
field. 


Proper equipment for the care of the newborn, 
the latest technics of bathing, dressing, and feed- 
ing are described for application either in the hos- 
pital or in the home. 


Full consideration is given not only to the dis- 
eases of the newborn prematures, but to the spe- 
cial technics required for their treatment. 


It can not fail to be of value to doctors and 
nurses alike who are so deeply concerned with the 
problem of reducing infant mortality. 


SRE Ee 
TEXTBOOK OF GENERAL SURGERY. Warren H. Cole, 
M.D., F.A.C.S., and Robert Elman; M.D. D. 
Appleton, Century Company, New York. Third 
Edition. 1941. $8.00. 
The present edition has been completely re- 
vised to bring to the student the latest advances 
in the rapid development of surgery. 


—_ pj 


MATHEMATIC OF DRUGS AND SOLUTIONS. Harry C. 
Biddle, M.A., and Disa W. Sitler, R.N., F. A. 
Davis Company, Philadelphia. 1941. $1.00. 
A very complete and convenient work book for 

use of the pupil nurse in a course in “Drugs and 

Solutions.” 
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TO INCREASE 
THE NATION'S NURSE POWER 


Because more nursing service is impera- 
tively needed throughout the nation, Con- 
gress has allocated funds for nursing edu- 
cation. 
The program of expansion calls for strict 
economy and demonstrable results measured 
by increased student enrollments in good 
schools of nursing and an increased number 
of available graduate nurses. 

A filiations 

Centralized Teaching 

Postgraduate Courses 

Refresher Courses 

These are the topics of the hour among 

hospital administrators and principals of 
nursing schools. 
THE AMERICAN JOURNAL OF NurSING and 
other publications of the national nursing or- 
ganizations are incomparable sources of basic 
information in these and related subjects. 


THE AMERICAN 
JOURNAL OF NURSING 


1790 Broadway New York, N. Y. 
1 year $3 2 years $5 
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The original sealed-on Blue and White Beads 
which revolutionized baby identification in 
hospitals . . . and banished likelihood of a 
baby mix-up. 


Usable in Necklace or Bracelet Form, witlt 
white letter beads to form surname, strung 
onto a blue-bead strand . . . and sealed on 
baby at birth. 


Their advantages are: 


Surname accuracy—sealed-on—indestruc- 
tible—refined attractiveness—simplicity—un- 
derstood by patients—sanitation and cleanli- 
ness—made in U. S. A. Moderate price. 
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Selection of Employees for Service Industries 
KENNETH LANE 


to have said that if he should lose his 
plant, equipment, and inventories, he 
could rebuild the business, provided he could keep 
his organization intact. It was his belief that a 
body of experienced men working in harmony is 
the most important asset a business can possess. 


f WELL known business executive is reputed 


In almost every field of activity today, execu- 
tives are devoting more time and thought to labor 
problems and the handling of men. Man man- 
agement thus is assuming greater importance as 
a management function and now frequently ranks 
with finance, production, and sales. 


Where the Effectiveness of a Personnel 
Program Rests 


The effectiveness of any personnel program 
must rest ultimately upon the successful selec- 
tion of the employees and the proper direction of 
their energies into efficient activities. An ex- 
perienced employer of labor once remarked, “If 
I could find any way of choosing and hiring em- 
ployees who are one-half as good, relatively, as 
the machines and mechanical equipment I buy, 
my success would be enormous. The main factor 
of difference between the successful and the un- 
successful mechanical operation is the human 
element by which machinery is operated.” Proper 
selection not only enhances the potential efficiency 
of the organization but directly eliminates much 
of the economic waste involved in antiquated 
methods of choosing employees. Estimates in- 
dicate that it costs anywhere from $25 to $200 
to hire and train a new employee for his job. 


Men and women cannot be selected and placed 
successfully, unless those who do the interview- 
ing of applicants know the nature and require- 
ments of the positions to be filled. The more 
complete the details available concerning specific 
jobs, the more nearly correct will be the selection 
of those employed. In the proper adjustment of 
personnel to its duties and responsibilities, the 
specific requirements of the job are as important 
as the qualifications of the person selected to fill 
it. Personnel management has grown logically 
and historically out of the employment function. 
Hiring new employees, placing them at work for 
which they are adapted, transferring them to 
other departments for promotions, surrounding 
them with healthful and safe working conditions 
are essentials in any organization. 


Labor, like materials, must be obtained and 
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then maintained in conditions for use. It has 
been proven, particularly in larger organizations, 
that these functions can be conducted more effi- 
ciently and with less expense when centralized in 
a single department. This functionalization and 
specialization is merely an application of scientific 
management to employment. Department heads 
are relieved of the many details and some of the 
responsibilities for employment in the interest of 
a better and more efficient working force. 


No phase of personnel procedure can be re- 
duced to a basis of mechanical and mathematical 
precision. In the absence of intimate conference, 
personnel administration ceases to be personal 
and becomes impersonal and mechanical. In ob- 
taining necessary information regarding appli- 
cants for positions, the interview is an indispen- 
sable agency. 


Interviewing the Prospective Employee 


Interviewing is a difficult task involving the 
fine elements of diplomacy. It is no job for the 
immature and inexperienced. In the successful 
interview, every effort is made to have the appli- 
cant discuss freely his specific qualifications, re- 
veal his general characteristics, and state his 
major hopes and ambitions, likes and dislikes. 
When properly conducted, the interview indi- 
rectly makes the applicant see his own limita- 
tions and capabilities in relation to the position 
under consideration, without being made to suf- 
fer the embarrassment which results from the 
discourteous interview. Frankness, honesty, and 
truthfulness are always encouraged by the care- 
fully planned and skillfully conducted interview. 


Successful interviewing, then, is founded upon 
adherence to certain well defined principles of 
conduct. The applicant must first be put at ease 
as completely as possible. An individual seeking 
a job is often nervous and timid, and embar- 
rassed by the strange surroundings. He is quite 
often self-conscious, when trying to sell his serv- 
ices and to make a good impression. Under these 
circumstances he welcomes some word or attitude 
from the person giving the interview, that will 
relieve the tension. A sincere interest in human- 
ity is a prime requisite of the expert interviewer. 
This interest enables him to understand the ap- 
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ROOMS LIKE THESE 
Make Hospital Sojourns Almost a Pleasure 


Modern hospitals are fast coming to realize 





that successful hospitalization is more than 
sanitation and care. The psychological effect 
of a home-like atmosphere, in the hospital 
room, has a definite influence on the progress 
of the patient, and on the satisfaction of the 
family . . . HILL-ROM room ensembles are 
created by master craftsmen and decorators 
to provide maximum cheerfulness with max- 
imum serviceability. Beautifully illustrated 


book will be mailed on request. 
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of Course You Will Need 
WOOD FURNITURE 


For every-day, practical utility and economy 
in hospital service...or for de luxe accomo- 
dations...Carrom Wood Furniture has no 

equal. Designed exclusively for hospital use, 
it has extra strength for long-time service. Its 
special hospital finish brings out the natural 
beauty of the wood and protects it against 
hospital hazards. It is moderate in price. 
You will want the new illustrated Carrom furniture 

catalog. Write for your copy today. 
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